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pletely filled in by the fu 


carbon papers. Pages 1 
Yevent, within 72 hours aftey de 


e 
and in 4 


permit. Then pleas 


ansit 
, cremation, or removal, 


ed by the attending physicia 


TO FUNERAL DIRECTOR: After this certificate has been si 
director, page 3 should be detached for use as the bur: 
should be filed with the State Dept. of Health prior to buri 


os 
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6s 
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MARYLAND STATE DEPARTMENT OF HEALTH 
| oa ee OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND | 


CERTIFICATE OF DEATH i) a 


T. PLACE OF DEATA Z, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a. COUNTY a, STATE b. COUNTY 
Cecil MARYLAND Md, Cec 


b. CITY DR TOWN (if outside cor porate limits, c. LENGTH DF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 
ton. 6 hrsis / Elkton 
a. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, glve street address) || d. STREET ADDRESS ®. PAE Ags 


Union Hospital 112 Blue Ball Road ves} no fd 


. NAME OF First Middie Last 4, DATE Month Day Year 
DECEASED 


(Type or print) SaraH Jane & Albanese beth §=OCte 24 1965 


5. SEX 6. COLOR OR RACE 8. DATE OF BIRTH 9. AGE (In years | IF UNDER 1 YEAR|IF UNDER 24 HRS. 
7, MARRIED [3 NEVER MARRIED [7] fast lradays Lome] bee [ew me [mm 


Female | White | woowol) pworceo[]| Jane 24. 19121 53 yrs. 


1Da, USUAL OCCUPATIDN (Give kind of workdone| 1Db. KIND DF BUSINESS DR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 


SBRLES RETAIL Elkton, Mde a 


13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 


Daniel Butler Mary Kd ith Butler Conner  —___ 
15. WAS DECEASED EVER IN U.S. ARMEDFORCES? | 16. SOCIALSECURITYNO, | 17. INFDRMANT Address 


(Yes, no, or unkown) |(Ifyes give war or dates of service) 


no: 21 5=32~3084 Frank P, Albanese, Elkt 


18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] Baar EEN 
PART |. DEATH WAS CAUSED BY: jy le 
IMMEDIATE CAUSE (a). eye 


Ja} DUE TO 
Conditions, If any, which Mew D 
gave rise to Immediate be DLO se 
cause (a), stating the DUE TO 


underlying cause last. (ec). 
PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED 10 ai. DISEASE CONDITION GIVEN INPART l(a) |19. WAS AUTDPSY 


I> PERFORMED? 
HEM ato DeeltysPu. eft 
2Da. ACCIDENT WAS UNDERLYING ms 20b. RIBE HOW INJJRY OCCURRED. (Enter nature of Injury In Part A or Part 


OR CONTRIBUTING (] CAUSE DF DI 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m. While Not While factory, street, office bldg., etc.) 


p.m, 19 at work at work 


21. | certify that (1) (this hospital) gence the deceased from. 19 that (1) (we) last 
saw the deceased alive on and that death occurred a , from the causes and on the date stated above. 


22a, SIGNATURE [5 oie) ED j 
: ATTENDING 
p mo. FRVeNO'NS ra Bietcror Opry, CI LOGS 


22¢. PHYSICTEN’S Pee ADDRESS 


|__ “Wallace Obenshain, M.D. 


MEDICAL CERTIFICATION 


REMOVAI (specity 


Burial 10-24-65 Elkton Cemetery Elkton, Mde 
24. FUNERAL DIRECTOR ADDRESS 25a. REC’D BY REGISTRAR | 25b. bi ge SIGNA me 
TPPIN FUNERAL HOME Ap At/A Den Elkton, Mé@eOCT 2 6 | is | sg sie daa é= 


23a. BURIAL, CREMATION, ie 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATIDN (City, town or county) (State) 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


13270 CERTIFICATE OF DEATH LO685 


PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


“ys COUNTY Ce cil sentikns a. STATE Maryland b. COUNTY Cecil 


b. CITY OR TOWN (if outside cor rears, limits, c, LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 


Elkton 4 days x North East 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS 6. pa test ge 
Union Hospital yes] noj 


. NAME DF First . DA Month Da! Year 
DECEASED Middle Last 4. DATE 7 


(Type print MINA ARRANTS | DEATH October 18 19 65 


SEX 6. COLOR OR RACE | 7, MARRIED [~] NEVER MARRIED [~]| & DATE OF BIRTH 9. AGE (in years | iF UNDER 1 YEAR|IF UNDER 24 HRS. 


Fenale White wipowen [3 pvorced[]| Febs 27, 1877 es pete | Pers ue tee 


yrs. 


1Da. USUAL OCCUPATION (Give kind of workdone| 10b. pe aa pusiness OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even if retired) OUNTRY? 


Housewife Home. Cecil Co, Mi. 


13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


John James Penni n Louisa Rutter 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (IF yes give war or dates of service) 


Ne None Mrs. Anna Sapp North East, Ma. 
18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: > ONSET AND DEATH 
IMMEDIATE CAUSE (a) Sar 


} 7] 


oo, 


— 


bon papers. Pages 1 and 2 


pletely filled in by the funeral 
ent, within 72 hours after death. 


ty Carl 


transit permit. Then please 4 
cremation, or removal, and in*s 


1 


Conditions, If any, which 
gave rise to immediate 
cause {a), stating the 
inderiying cause last. 
1, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19, EST 
A a ’ Cecexae | ves—] nope 

20a, ACCIDENT W; DERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part lor Part II of item 18.) 
OR CONTRIBUTIN' AUSE OF DEATH 
(IF EITHER, NOTH IEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (CIty or town) (County) (State) 

Hour a.m. White Not Whlie factory, street, office bldg., etc.) 

p.m. 19 at work at work im 


21. t certify that (1) (this hospital) atténded the deceased from____. _.__, 19% 7, to. that (I) (we) last 


saw the deceased alive én_/O-/ 7 19.4 $~ and that death occurred at.S2.4M, from the causes and on the date stated above, 
22a. SIGNATUR' ie DATE SIGNED 


ATTENDING MED. STAFF 
M.D. PHYS. =< DIRECTOR PHys. [1] ZO <4 4 raf é $ 
22¢, PHYSICIAN'S [4 ADDRESS 


| NAME HP®) Ws AS Ford Eppes Newark, Del, 


23a. BURIAI ri 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


| or attending physician. F 
After this certificate has been signed by the attending physician 


MEDICAL CERTIFICATION 


director, page 3 should be detached for use as the buri 
should be filed with the State Dept. of Health prior to burial, 


Page 4 may be retained by the hosp 


TO FUNERAL DIRECTOR: 
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Burial’ | 10/21/65 North East Methodist Cem.| North Bast, Ma. 
~~ 2 ms Pace Ss 25a, REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
Funeral [oe - Main St. “1964 


ve ais wy WS North Bast, Md, | omiJCT 22 (Pho vbog Yuedge 
v UV » 


20m 1/65 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


—_, 


2 Bee 13271 CERTIFICATE OF DEATH (; 
cy re = 5 
3s 22 TEAC EE BEATA 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
pili tbs a. SCHUNTY a. STATE b. COUNTY B: 
= 372 Cecil - MARYLAND Maryland Aral 
3S Tes D. Lilt Uk soe (ir outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outslde corporate limits, write RURAL and give nearest town) 
a Bs 2 write RURAL and give nearest town) 
Fa 5 f 
pee Perry Point J days Preston TX a 
flee, @. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS @. 1S RESIDENCE 
cra . 23n ON A FARM? 
N = » » 2 c - 
~ [ai O|__ Veterans Adm ration Hospita RD 1 ves] nol} 
= Sse 3. Li cae First Middle Last 4. pare Month Day Year 
= 3 
= e382 (Type or print) GEORGE E. BOYLES ped October 28 19 65 
B Soe 5. SEX 6. COLOR OR RACE | 7, MaRRIED BE] NEVER MARRIED[-] | & DATE OF BIRTH ©. AGE (in years | IFUNOER 1 YEAR|IFUNDER 24HRS. 
Zo aoe y bk last birthday) Months | Days | Hours ) Min. 
2es Male White wipoweo [}*. *pivorceo[-]| 9-1-9121 yrs. 
Ss 10a, USUAL OCCUPATION (Give kind of work done | 10D. KIND OF BUSINESS OR IL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
al 2 during most of working life, even If retired) INDUSTRY COUNTRY? 
7 ees Bricklayer Centreville, Md. U.S.Ae 
8 £c3 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
= woo 
& SEE Rule Boyles Sarah E. Starke 
Sige = 15. WAS EGE eOI ERT resAEDTURUES? 16. SOCIALSECURITYNO. | 17. INFORMANT a Address 
s 2: s (Yes, no, or unkown) | (If yes give war or dates of service) 
= Ce Yes | Ww it 173-07-3870| VA Hospital Records, Perry Point, Md. 
= 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] PERL BETWEEN 
S.2BE5 PART 1. DEATH WAS CAUSED By: Infarction of small and large intestine PUEDE? PPE 
BEvES J IMMEDIATE CAUSE (a) 
2 32. ; {yy 
=o Ss ‘ DUE TO 
2 BSS t " * 
gEa55 Cenditions, if any, which Multiple embolic clots 18-24 hrs. 
= * Bao gave rise to Immediate Bae * 2 
Ss 2=~ cause (a), stating the a a 
£ = marl underlying cause last. mB) Thrombosis of abdominal aorta Unknoen 
52 on: & | PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART1(a) 19. WAS AUTOPSY 
2.235 & - 
Fosse (6 ves K] No} 
. deal ore ) = 
2: sez | = | 20a, ACCIDENT WAS UNDERLYING i 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 1! of Item 18.) 
satve & | OR CONTRIBUTING [1] CAUSE OF DEATH 
2282. © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
B rH 
z2 £28 z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) {State) 
aS Se a Hour a.m. While _- Not While factory, street, office bldg., etc.) 
S22 38 = p.m. 19 at work] at work 
2332 21, I certify that Gg (this hospital) attended the deceased from_Sept. 1 19 to , 1965, tatxikctwotsaxt 
Beess 2 
ES&ss Dremens XXXXXXXXXXXALXXX, and that death occurred at_2: 19, from the causes and on the date stated above. 
a8sls 22a, SIGNATURE 22. DATE SIGNED 
© 
@ 2222 ee uo ARE" Ty YiBeron 1 SEE (| 10-29-65 
aesase 22¢. PHYSICIAN'S 22d. ADDRESS 
Ses 2 | NAME (Type) ; 
57 G55 | A. L. MOONEY, M.D. VAH, Perry Point, Md. 
o 
ESRLS 23c. NAME OF CEMETERY OR CREMATORY id. LOCATION (City, own or county) (State) 
eno? y Oi ie a3 ) Nira SL de 


) 
{\ | 2 FUNERAL DIRECTOR a2 yf ADDRESS 


®) 
ve als (4) \\)iMoore Funera 
Ms Aa Ww ir i Home, Denton 


23a. BURIAL CREMATION jb. DATE THEREOF 
alltOvE| Tusr "uch 
A , 


25a. REC’D BY REGISTRAR | 25b. pas ¥S SIGNATURE 
wNOV.3 1964 forbes Hedge 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH (56387 


PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a, COUNTY 4 a. STATE. . 3 b, COUNTY : 
Cecil MARYLAND Maryland Cecil 


b. CITY DR TOWN (if outside co nacrate limits, ¢. LENCTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 


Elkton 6 days dil Elkton 
G. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, glve street address) || d. STREET ADDRESS 2. Tg RESIDENCE 


“Union Hospital of Cecil County 104 Clinton Street ves nol] 


. NAME DF First Middle Last 4. DATE Month Day Year 
DECEASED DF 
(ynerer: print) Thomas Braywood DEATH October 1619 65 

|. SEX 6. COLDR OR RACE | 7, 8. DATE OF BIRTH 9. AGE ib IF UNDER 1 YEAR|IF UNDER 24HRS. 
‘ Negro wiopweo [7] pivorceD (] 3/4/92 7 eas Days | Hours Min. 

| 10a. USUAL DCCUPATIDN (Cive kind of work done| 1Db. KIND OF BUSINESS OR Ti. BIRTHPLACE (County & State, or foreign aes) 12. CITIZEN OF WHAT 

during most of working life, even If retired) INDUSTRY COUNTRY? 

Retired - Elkton, Maryland United States 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


oh 


‘ke 
ES 


rc 


papers. Pages 1 and 2 


ithin 72 hours afte! 


ly filled in by the funeral 


lease remo 


James Pra YHOO Mary A, Harris 
15. WAS DECEASED EVER INU.S.ARMED FORCES? | 16. SOCIALSECURITY NO. | 17. INFDRMANT Address 


(Yes, no, or unkown) ae war or dates of service) 
220-03-0417) Union Hospital Elkton, Marylend 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: zg 
Rae oe @) CON GEST) HE AEMMT Fhe 
TAL | DUE TO qf. 
Conditions, If any, which 0) LELCLCOS LT IC. pt LIC VAS CUCL 
gave rise to Immediate 
cause (a), stating the DUE io 
underlying cause last. (c) 
PART Il. OTHER SICNIFICANT CDNDITIDNS CDNTRIGUTINC TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASECDNDITIONCIVEN INPART 1(2) | 19. MES ea) 
yes] NO Ee) 


ransit permit. Then i 
cremation, or removal, and in any 


| or attending physician. 
ficate has been signed by the attending physician and 


20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury Jn Part | or Part 11 of Item 18.) 
DR CONTRIBUTING [) CAUSE DF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m. While — Not While factory, street, office bidg., etc.) 


at work at work [_] 


21.1 certify that (1) (this hospital) attended the deceased from. , to. , 1905_, that () (we) last 
saw the deceased alive wemaee and that death occurred Pere from the causes and on the date stated above, 
Da. 22b. DATE SIGNED 
ATTENDING MED. STAFF 
mp. Pays. fx] Director [1] Pays. rol 
‘220. PHYSICIAN'S 22d, ADDRESS ; 10/18/68 
| NAME (TP) Robert Gray, | Elkton, Maryland 


23a. Remon pect) 23b. DATE THEREDF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
ecify) 


ur 1a. Oct.21,196) Providence Cem. Elkton id. 


24. FUN DIRECTOR ADDRESS 25a. REC'D BY REGISTRAR Bb. REGISTRAR’S SICNATURE 
ware R CO LAL. 909 Poplar Sts lwQCT22 1965) foCortar Nudge 
2 1/6: J 


MEDICAL CERTIFICATION 


director, page 3 should be detached for use as the buri 
should be filed with the State Dept. of Health prior to burial 


Page 4 may be retained by the hos| 
TO FUNERAL OIRECTOR: After this certi 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


13273 CERTIFICATE OF DEATH a 


= —— 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before edmission} 
e, COUNTY a. STATE b. COUNTY 


Cecil MARYLAND Maryland, SY Cet? aaa 
b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (if outside corporate limits, write RURAL and give neerest town) 


led in by the funeral 


a} 
= 
Q 
G 
nN 
U0 
23 write RURAL end give nearest town) * 
-- + + } 
= 3% d. NAME OF HOSPITAL OR INSTITUTION [if not in hospital, give street address) ) 4. STREET ADDRESS e. Wee) 
nw f 
AAS 
& 2 i a: sj yes [] No[} 
ie Bn . NAME on eVine Haven Nursing -Home.— = ‘Last 221 East High St 7 Day Nei orgs 
3 gh apie OF 
£ i ype of print) ui DEATH 19 
if re Bag Baas, “eae dO umaraheien sie 
Vox 5. SEX 6. COLOR OR 8, “DA 9. AGE (h UNDER 1 YI UNDER 24 J 
2es Mae Neal 88) Ita bathdoy) [onthe] Daye | Hows] Min. 
af wipowe [YX divorce [] | 


yes. 


1Ob. KIND OF BUSINESS OR INDUSTRY ['11, atfAn County & Stete, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


¥Oa, USUAL OCCUPATION (Give kind of work 
during most of working life, even if retired) 


FATHER’S suse work 7 Paani ath Gaeety-Narylahd UsSeA. “4 
kn Clara “Wane, 7 : 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCAL SECURITY NO.| 17, INFORMANT Address 


{Yes, no, or unkown) | (Ifyesgivewar ordetesofservice) 
-238-03-0609 Mrs Stella Pursley Rd #+ Elkt 


ician 


13. 


that the death certificate be execute: 


yy be retained by the hospital or attending physician. 


Md. 
N 
H 


a eae on 
18. CAUSE OF DEATH [Enter only one ca ; (b), and (c).) INTERVAL BETW} 
w si ONSET AND 
¢ PART I. DEATH WAS CAUSED BY: a 
es IMMEDIATE CAUSE SO cn —_ = —t. 
4 +f DUE TO | x 
2 Conditions, if any, which (Ce As An aa 7. 5 ves 
a gave risa to immediete cause a, c | 
= (e), stating the underlying peu) 3 4 = i 
cause last. (e} it Cw 


E Ut | 408 3 
NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i[e)| 19. WASJAUTOPSY 
PEI 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH Bi mune 
EE eA ORM 


tificate has been signed by the attending physi 


While Net While t, office bldg., etc.) 


Hour em. 
at work [_] et work [] 


factory, § 


cd 

2 

é < ves [] NO [} 

= ( —_ = “ = 
ba © /20e. ACCIDENT WAS UNDERLYING Oo 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of item 1B.) 
i & OR CONTRIBUTING [] CAUSE OF DEATH 
= G | UF EITHER, NOTIFY MEDICAL EXAMINER) 

& | ave. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20s. PLACE OF ANIURY (Home, farm, | 208. (City or town) (County) (State) 

a 


| 
9 | 


‘CTOR: After th 
should be detached for use as the burial-transit permit. Then please ri 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in ai 


22e. SIGNATURE 


ATTENDING MED. STAFF 
mo. | PHYS. iG pirecror [] PHys. [] 
|22c. PHYSICIAN'S 22d. ADDRESS - 
NAME (Type)” 

{ 


ca 


jor, page 


23s, BURIAL, CREMATION, | 23. 
REMOVAL (Speci 


RAL DIRECTOR'S Lane et a7 65 


Ze. NAME OF CEMETERY OR CREMATORY 234, LOCATION (City, town or county] 


ADDI ¢ 4 "D BY cena ton. Mar and — 
f eho Td oh 3 1969 fe orlaa 


DATE THEREOF 


death. Page 


direct 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


TO FUNE! 


24 Fl 


VR AIS (4) 
18M 7/61 


a 


) 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending phy: 
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Sc 


-transit permit. Then pleas 


ould be filed with the State Dept. of Health prior to burial, cremation, or removal, and in dhy event, within 


carbon papers. Pages 1 and 2. 
72 hours after death. 


completely filled in by the funeral 


le 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


13274 CERTIFICATE OF DEATH 639 


I. PLACE OF DEATH ¢ 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before | admission) 


. COUNTY, a, 
ae G ECc/¢ MARYLAND se Mm a MOON ane 


b. CITY OR TOWN c outside cor] - limits, c. LENGTH OF STAY IN 1b || c. ie as OR TOWN (if outside corporate limits, write RURAL and give nearest town) 


write BE ive nearest town) /o ) vi UR AC ELytoy 


d. NAME OF HOSPITAL DR INSTITUTION (if not In hospital, give steet address) f: STREET ADDR! 8. 1S RESIDENCE 


VAlon  HoS PTAC sen han Rd ves nof4 


. NAME OF A Lf" Middle Last | 4. pee Month Day Year 


DECEASED bande Beara Oct 2 C 19 C Gal 


(Type or print) 


n 

5. SEX 6. COLOR OR RACE | 7, MARRIED B@{ NEVER MARRIED S ieee OF ip 9. AGE (In years) iF UNDER 1 YEAR iF UNOER 24 HRS. 

MM . =< Oo last birthday) Months] Days | Hours | Min. 
U WIDOWED [_] Divorced ["] W944 7 yrs. 


| 10a. USUAL OCCUPATION (Give kindof workdone| 10b. Le) a pose OR 11. BI FMF ‘& State, or foreign country) | 12. CITIZEN OF WHAT 
durin; Ss of t Of life, even, If retired) INDU: UNTRY? 


OF Pw MAINT “DEL MwgRE 
13, ack NAME ie MOTHER’S MAIDEN NAME 
—— Et/24¢GeEtTH WdAREW 


15. WAS DECEASED EVER INU.S. amen Geld Ailey 17. INFORMANT Address 


(Yes, To, kown) | (If yes vive war or dates of service) WOE T 
Ns” | 14 - BY Foal. Loa ty RCANY Ethtey MA. 


18. CAUSE DF DEATH fEnter only one cause p: une for af. (b), and (c).2 INTERVAL BETWEEN 


‘ONSET AND 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (2) ite rEOra if €£Om bos ‘Ss £0 HAL 


x 


: ‘ DUE TO i 
Cenditions, If whi 
cation gonna) oC es bral Ctheco seferesis | LO 


cause (a), stating the QUE TO ¢ 
underlying cause last. (c). = ib estes z { { { u BY 
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO ie SUTNOTRELATED cS THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(a)  {19. Ty 


ves Be] NOT] 


2Da. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part 1 or Part 11 of Item 18.) 
DR CONTRIBUTING [J CAUSE DF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,] 20f. (City or town) (County) (State) 
Hour a.m. While Not While factory, street, office bidg., etc.) 


19 at work [_] at work 


MEDICAL CERTIFICATION 


SF that) we) last 
, and that death occurred at, “2M, from the causes and on the anita stated above. 


2a, SIGNATURE | 22). gala) 
- ATTENDING MED. STAFF ee 5 
“Mp. _ PHYS. DIRECTOR Pays. [| 2G6Y 6 I 
22c. PHYSICIAN'S i 22d. ADDRESS q 
NAME (7 : | ide 


director, page 3 should be detached for use as the burial: 


MeOice Penn _k£tUte 

23: “B ce 4 23c. ae OF CEMETERY OR CREMATORY hye LOCATION (City, town or county) (State) 
C/A Manor MEN, ~— ELYTON Ad, 

24. RoR DIRECTOR ADDRESS. ELECT ON 25a. REC'D BY REGISTRAR “f pit) SIGNATURE 

Pep ip MA. lwNOV 2 1905 foore 
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letely filled in by the funeral 
jon papers. Pages 1 apd-2. 
within 72 hours after,death. 


After this certificate has been signed by the attending physician an 
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MARYLAND STATE DEPARTMENT OF HEALTH : 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


13275 CERTIFICATE OF DEATH 0680 


E 
1 ave Oe DEATH 2. USUAL RESIDENCE (Where deceased lived, 1f institution: Residence before admissjah) 
: Cecil 8. STATI b. COUNTY 
MARYLAND. ‘Land. Prince Georges 


b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 


Perry Point 86 days Accokeek 


a. NAME OF HOSPITAL OR INSTITUTION (if not in hospltal, glve street address) || d. STREET ADDRESS ; @. 1S RESIDENCE 


VA Hospital Rt_2 Box 327 ves] nol] 


. NAME OF First Middle Last 4, DATE Month Day Year 
DECEASED 


OF 
re: Arthur L.___CHTLDEARS biah__October 23, 19 65 
5. SEX 6. GOLOR OR RACE | 7, marRieD f<) N MARRIED 8, OATE OF BIRTH 9. AGE (In years | IF UNDER 1 YEAR|IF UNDER 24 HRS. 
Be] oven (wea last birthday) Months | Days | Hours | Min. 


Male White WIDOWED [-} pivorceo[]| 4 2 Oh TL_yrs. 


10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
INDUSTRY COUNTRY? 


during bias ek ing life, even If retired) 
a Hartford, Kansas U.S.A. 


er General 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


JAMES CHILDEARS ELIZA PITTS 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 


Yes wer 446-10-5328 | VA Hospitel Records = Perry Point, Maryland 


18, CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).) | INTERVAL BETWEEN 


PART I. OES ie nausea) Bronchopneumonie, of all lobes aspiration Type oar days" 


\ DUE TO 
Cenditions, If any, which o)__Pulmonery edema, acute 1 day 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (c) 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART l(a) |19. CLG plea 


yes K] No] 


20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part JI of Item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURREO | 20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
Hour a.m, While Not While factory, street, office bidg., etc.) 
p.m. 19 at work at work 


21. | certify that AF (this hospital) attended the deceased from. > | ae | 19___ ROTOR 
RK and that death occurred at 4+: QGF OH the causes and on the date stated above. 
2a. SIGNATURE. a] | 22b. DATE SIGNED 
SD R v M.D. Aye NS Director C] buys. Gd! 20 23 65 
22c. NAME CIyps) 22d. ADDRESS 
ANNA R. BERKY, M.D. VA Hospital - Perry Point, Maryland 
23a. BURIAL, @RGMNRPOEN;! 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


amen Sec) | 10-23-65 Arlington National. Ft Myer, Virginia 
5 RES 258. REC'D BY REGISTRAR] 25, REGISJRAR'S SIGNATURE 
Bre OCT 2 5 1995 feom age 


MEDICAL CERTIFICATION 


And completely filled in by the funeral 
Pages 1 and 2- 
in any event, within 72 hours after “ 


‘emove carbon papers. 


ed by the attending p 
-transit permit, Then p 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


13276 CERTIFICATE OF DEATH 5644 


1, PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before ane 


= 


a, COUNTY a. STATE. b, COUNTY 
Cecil MARYLANO Maxyland Prince Georges 
b. CITY OR TOWN (if outside cor; pcate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


write RU! ive nearest town) 
perry Poin’ 1 Mth 14 Mawar _/2 


i Colmar xe 
tie 4 NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || ¢. STREET ADDRESS a IS Saree ea 
Veterans Administration Hospital 3901 Newark Road veel Wee 


3. NAME DF First . DA Month ay Year 
DECEASED Middle Last 4, TE or y 


(Type or print) RUJAY (NMI) CLARK | Oeard “October 23rd 1965 


5. SEX 6. COLOR OR RACE | 7, MaRRieD [X] NEVER MARRIEO[—]| © DATE OF BIRTH 9. AGE (In years IF UNDER 3 YEAR IF UNDER 24 HRS. 


Male White WIDOWED [_] oivorcen [-] |JUneE 16,1916 ygt”" “9 Ree PeRES | a 


10a. USUAL OCCUPATIDN (Clyve kind of workdone| 10b. ad Rs (pedi cg OR Ti. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even if retired) CDUNTRY? 


Cab Driver Text "Service Tazewell Co; Virginia. USA 


13. FATHER'S NAME 14, MOTHER'S MAIOEN NAME 


Ed Clark Mollie Harrises 


15. WAS DECEASED EVER INU.S. ARMEOFDRCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 


Oe re pie) ie jive war or dates of service) 
233-22-9267 |Hospital Records, VA Hospitel,Perry Point Ma. 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c)-] INTERVAL BETWEEN 
ca | EAA MESS se a) PULMONARY EMBOLI Recent with Infarcts all lobes $ days 
fa 
9 QUE TO . 

Cenditions, If any, which )_P WLMONARY EDEMA 1 Day 

gave rise to Immediate 

cause (a), stating the QUE TO 


underlying cause last. () ARTERIOSCLEROTIC HEART DISEASE 


PART Ii. OTHER SICNIFICANT CONOITIONS CONTRIBUTING TO OEATH BUTNOT RELATED TO THE TERMINAL OISEASE CONDITION GIVEN INPART1(a) | 19. REET lee 


ves [} no] 


2Da. ACCIDENT WAS UNOERLYINC 20b. OESCRIBE HOW INJURY OCCURREO., (Enter nature of Injury In Part | or Part I of item 18.) 
DR CONTRIBUTING [] CAUSE DF DEATH 
(IF EITHER, NDTI JEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 2De. PLACE OF INJURY(Home, farm,} 20f. (City or town) (County) (State) 
white Not While factory, street, office bidg., etc.) 


Rua 19 at work at work 
21. | certify that AW (this hospital) attended the decgased from. 1 , that A) (we) last 
saw the deceased alive EEE 65 _, and that death occurred Bi 20Pu 1 from the causes and on the date stated above, 
Da. vee SoMa | 22b, OATE SICNED 
SPU! 0, PAV S) Ginecror C] pave.) | 0-24-65 
22c. PHYSICIAN'S be ADORESS 


| MME More) | GLA RF, a M.D. VA Hospital, Perry Point, Maryland 


MEDICAL CERTIFICATION 


should be filed with the State Oept. of Health prior to burial, cremation, or removal, a 
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TO FUNERAL DIRECTOR: After this certificate has been si 


VR AIS (4) 
20M 1/65 


Ba. ep einer | 23b, OATE THEREOF 23c. NAME OF CEMETERY 1 CREMATORY 23d. LOCATION (City, town or county) (State) 


M0-—27-405T i Sener Colmar Manor, Maryland 


~ “| 24. FUNERAL DIRECTOR vy ee REG’O BY RECISTRAR | 25b. Sea) es eae 
X ~ Pliny 
‘| 40.) endeccalt Set od oO CT 27 1965 f°” ee ona 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH $642 | 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
a. COUNTY a. STATE 444 b. COUNTY 
Cecil MARYLANO Md. Cecil 


b. CITY DR TOWN (if outsid te I . LENGT! RAL end give neerest town 
pee N Ai Hee jimits, Gg HOF STAY IN 1b || c. CITY OR TOWN ([f outside corporate Iimits, write RURAL end g! ) 


Hacks Point if Hacks Point 
d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS e, ON anne 
Ri 


yes] nok] 


3. NAME OF Fi ; 
OECEASED inst Middle Last 4. DATE Month Day Year 


OF 
(ype or print) James Bronna Elliott DEATH October 30 1965 
5. SEX 6. COLOR OR RACE | 7" MaRRiED §&] NEVER MARRIEO[]| 8 DATE OF BIRTH 9. AGE (In years) IFUNDER J YEAR |IF UNDER 24 HRS. 
last birthday) | Months | Oays | Hours | Min. 
Male White wiooweo [7] pivorceo{_]| July, 20,1890 75 yrs. 
10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR ‘11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
INDUSTRY COUNTRY? 


oh 


), 


uld be filed with the State Dept. of Health prior to burial, cremation, or removal, and In any event, within 72 hours after death, 


e funeral 


vand 


in by th 
papers. Pages 


i 


ecuted within . hours after death. 


‘and completely filled 


@ 


during most of working life, even If retired) 
Sea Captain, Ret. Boat Delaware. UeSaAs 


13. FATHER’S NAME 14, MOTHER'S MAIOEN NAME 


ames Elliott. Martha Mulder 


15, WAS DECEASED EVER IN U.S. ARMED FORCES. 16. SOCIALSECURITYNO. | 17, INFDRMANT Address 
(Yes, no, or unkown) | (If Yes give war or dates of service) 


No. 180-12-3159 | Mrs. Anna G. Elliott, Hacks Point, Md. 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).1 ENCE 


PART 1. 1. 
5 f ; ‘»___Coronary Occlusion 
“aed DUE TO 


Conditions, If any, which o_Arteriosclerotic Heart Disease | years 


gave rise to Immediate 
cause (a), stating the ( SUE TO q 
underlying cause last. (c) 


PART ||. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l(a) | 19. Re TRUN icky 


cc aopepetes Mellitus generalized arteriosclerosis ves [] nO 
20a. ACCIDENT WAS UNDERLYING 20b. RIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part | or Part I! of Item 18.) 


OR CONTRIBUTING [| CAUSE OF DEATH 
(IF EITHER, NOTI |EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (Stete) 
Hour a.m. While factory, street, office bldg., etc.) 


Not While 
p.m. 19 at work[_] at work im] 
21. | certify that () (this hospital) attended the deceased from_sLune 19, 1 19 OD that (1) (we) last 


saw the deceased alive on 30 O¢¢ 1965 and that death occurred ath.s O@, tfhbithe causes and pn the date stated above. 
Za. , SIGNATURE 2ab. OATE SIGNED 


= wo. PHYS NS iter cl SF | 2 Nov 65 
NAME arype) 22d. AOORESS 
Wallace Obenshain. M.D, Cecilton, Md. 21913 


23a, Eu Peni | 23b. DATE THEREOF 23c. NAME DF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
Bate Nov.l,1965 Spring Hill Cemetery Easton, Md. 


%.* FUNERAL DIRECTOR wp a 25a. REC’O BY REGISTRAR| 25b. REGISTRAR’S SIGNATURE 
Di Lei, Med gt ed a TS 


transit permit. Then please remove carbon 


ed by the attending phys! 


gn 


director, page 3 should be detached for use as the burial. 
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MEDICAL CERTIFICATION 


certificate has been si 


ts 


After thi 


22. 


TO HOSPITAL q ATTENDING PHYSICIAN: 


TQ FUNERAL DIRECTOR: 


VR A15 (4) 
15M 4-64 


Ky 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND — 


1 


» 
eee CERTIFICATE OF DEATH 064 
sey 1, PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
2c a. COUNTY a, STATI b. COUNTY 
2 Cecil MARYLAND Maryland Cecil | 
bee hd b. CITY OR TOWN (If outside corporate IImits, 6. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
Bg 2 write RURAL and give nearest town) 

& . 

£42 | penile Perryville 
wha d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS @. IS RESIDENCE 
Bax 1 ON A FARM? 
eae Ein Street ves] no 
ss 3. NAME OF First Middle Last 4, DATE Month Da Year 
£2: DECEASED rf OF e ° 
28 ¢ {Type or print) We Ga. DEATH 19 
See 5. SEX 6. COLOR OR RACE |'7, maRRIED [s+ NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In years | FUNDER? YEAR |IF UNDER 24HRS. 
< fm a Oo fast birthday) | Days Hours ib Min. 


wipoweD [] pwvorceD{] | Aug's 17,1888 TT _yes. 
soa ea Sacura ron eh ad nd of work done | 10b. KIND OF BUSINESS OR 1 BIRTHPLACE (County & State, or foreign country) 


during most of working life, even If retired) c 
Lame Maryland 


Retired 
13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 


He W, Gallion 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Yes, no, or unkown) | (Ifyes give war or dates of service) 


_No ~----- 216-07-2~54 Eva B. Gallion, Perryville, MG,_ 
18. CAUSE OF DEATH [Enter only one cause per tine for (a), (b), and (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: Po eaes, x OS epee 
y. / IMMEDIATE CAUSE (2), 3 s 
Tat DUE TO ( f 
conditions, If any, which ) Gg a L a fiw= 


12. CITIZEN OF WHAT 
COUNTRY? 


USA 


psn 


16. SOCIALSECURITYNO. | 17. INFDRMANT \ddress 


ermit. Then 


, fetes or remova 


transit 


gave rise to Immediate 
ceuse (a), stating the ( DUE TO 
underlying cause last. (e 


The law requires that the death certificate be executed within 24 hours after death. 


Page 4 may be retained by the hospital or attending physician. 


2} 

&S PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN IN PART l(a) | 19. rE tee 

i ad 

s ves] nop 
= 2 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part | or Part II of Item 18.) 

& {| OR CONTRIBUTING [7] CAUSE OF DI 

© | (IF EITHER, NOTI EDICAL EXAMINER) 

3 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20¢, PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 

a Hour a.m. While — Not While factory, street, office bidg., etc.) 

a 

= im. 19 at work] at work (1 { 


After this certificate has been signed by the attending physici 


director, page 3 should be detached for use as the bu 


that (I) (we) last 


21. | certify that (1) (this hospital), attended the deceased fro! ] 
saw the deceased alive on et (5 19. and that death occurred a’ 


hould be filed with the State Dept. of Health prior to bu 


TO HOSPITAL GR ATTENDING PHYSICIAN: 


S M, from the causes and on the date stated above. 
a | 22p. DATE ‘el 
= ATTENDING MED. STAFF Or 4 ass 
5 Supe ees mp. PHYS. DX director C] Prys. C1 lel US 
PHYSICIAN'S 22d. ADDR 
= | NAME (Type), 7] }. ‘ 
FS I, Benson __M.D,. lov? Dopesut THA 
z 23a, BURIAL, CREMATION, 2b. DATE THEREOF 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
ets REMOVAL (Specify) , 
a 75a. REC'D BY REGISTRAR} 25b, ‘REGISTRAR 
vad 
VR A15 (4) Ke g wedge 
15M 4-64 “i a: 4. oa CT 20 £ Lrarbeg 


\ 


2 hours after death. 


letely filled in by the funeral 


rbon papers. Pages 
it, within 72 hours a 


ansit permit. Then please rel 
remation, or removal, and in ai 


ed by the attending physician ag 


| or attending physician. 


ficate has been si 
director, page 3 should be detached for use as the buri 
should be filed with the State Dept. of Health prior to buri 


Page 4 may be retained by the hos’ 
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VR A15 (4) 
15M 4-64 
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MARYLAND STATE DEPARTMENT OF HEALTH 
Payista OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, many 


CERTIFICATE OF DEATH 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, tf institution: Residence before admission) 
a. COUNTY a, STATE b, COUNTY 7 
Cecil MARYLAND Md. Cecil, 


b, CITY OR TOWN (if outside cor) ees limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town) 
write RURAL and give nearest town) 

° 
Cecilton X Cecilton. 


d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 8. pate ae 


yes] noX] 


|. NAME OF First a Month Day Year 
DECEASED Middle Last 4. DATE y 


(Type or print) Walter Gould, DEATH October 15, 1965 


SEX 6. COLOR OR RACE | 7. MARRIED [X) NEVER MARRIED[]| & DATE OF BIRTH 8. AGE (in, yeors [IF UNDER 2 YEARTIF UNDER 26HRS. 
tast birt a Months] Days | Hours | Min. 
Male Colored wipoweD [} pivorceo[]| June, 15,1891 74 


10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR IL BIRTHPLACE (County & State, or foreign Seat 12, CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 


Laborer Construction, Cecilton, Md. UsSsAa 


13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 


Henry Gould Mandy Moore. 
15. WAS DECEASED EVER INU.S, ARMEDFORCES? | 16. SOCIALSECURITY NO. | 17, INFORMANT Address 


(Yes, no, or unkown) | (Ifyes give war or dates of service) 
No. | 212-16-1085 | Blanche Gould, Cecilton, Md. 21913 


18. CAUSE OF DEATH [Enter only one cause per IIne for (a), (b), and (c).] ye BETWEEN 
PART EAT ES SEE ay Cerebral thrombosis 3 Wee 


| DUE TO 
Conditions, If any, which (b). 
gave rise to Immediate 

cause (a), stating the ( DUE TO 
underlying cause last. () 


PART tI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) Fe WAS AUTOPSY 


Generalized arteriosclerois yn | 


yes[} NO 
20a, ACCIDENT WAS war uaa 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part § or Part WI of item 18.) 
OR CONTRIBUTING (7) CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200, PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m. while q Not wntle factory, street, office bldg., etc.) 


mM. 19 at work et work 
21. I certify that (1) (this hospital) attended the ene a ealama ee j=, that (1) (we) last 
saw the deceased alive on__i5 Oct 19 05, and that death occurred a he causes aye on the date stated above. 
22a. Toisas i] 22b. DATE SIGNED 
fy oe (USL (Amato no, BESO Meroe OO SAE | 18 Oct 65 
220, hee 22d, ADDRESS 
NAME (I¥P°) Wallace Obenshain. M.D. Cecilton, Md, 21913 


vel ENO Aaa 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
FEMYH Creel) || Oot.18,1965 | Cecilton Cemetery. Cecilton, Cecil Co; Md. 


if ERAL DIRECTO) / a , 25a, REC'D BY REGISTRAR] 25D. REGISTRAR’S SIGNATURE 
5 eine OLLAL, LL ates LU ote CT 19 poke vlog Qetge 


MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


132890 CERTIFICATE OF DEATH 1645 


= Ns 
a“ 3 sz bd 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admlssion) 
~~ Foe Te a, STATE b. COUNTY 
2 f . 
B 272 CEC/L MARYLAND iA 2 c£crh 
os 1-28 b. CITY OR TOWN (if outside cor} tio limits, c. LENGTH OF STAY IN 1D || c, CITY OR TOWN ([f outside corporate limits, write RURAL and give nearest town) 
2 Bs ¢ PA. RURAL and give nearest town) 3 4 PP Ni > tH E. ¢ an 
= goes BL SLA « Ro iz 4 of 
2 3 LS ¢. NAME OF HOSPITAL OF Se roice (If not In hospital, glveStreet address) ie STREET ADDRESS 2 6. AL sie 
=a 2 
=o. 
eae HPN ¢ks Poswr- HANES Porw7 ves] nop 
3 se 3. preity cia First Middle Last 4 ue Bs J — Year 
Sse fypeorpriny) I AxyD AESTER GREE NM| vem 19 6S 
Sos 5. SEX 6. COLOR OR RACE | 7, WARRIED [\q] NEVER MARRIED [-] | & DATE OF BIRTH 9. AGE Som al iy as ew 
lonths | Days | Hours in. 
WIDOWED oivorceo]| /2 -2?— /FIF yrs. ! | 
10a. USUAL OCCUPATION (Give kind of workdone} 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. ‘eal OF WHAT 
por > of working life, even If retired) INQUSTRY B 
2 7 EP OVNED OATS dep _¢ Lk. ae 7. 
Ba Be 7 a Ike MAIDEN NAME 
S 
= JuPson es MLE _ F REC KIRIDCE 
A 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIAL SECURITYNO. | 17. nated Address oO pled 
= (Yes, no, or unkown) | (Ifyes dive war or dates of service) PF oe 
5 iSJo~3rr7|FUA £. CREEY  Nogry 
a 18. CAUSE OF OEATH [Enter only one cause per line for (a), (b), and (c). a] ‘ONSET AND- DEATH 
PART |, DEATH WAS CAUSED BY: 47, 
- IMMEDIATE CAUSE (2) Kuluenary Felt a freer 
f 
DUE TO = , — 
Conditions, If any, which () ha ft kent se ee fre Ps fe rom / Fook 
gave rise to Immediate masta Pe 
cause (a), stating the a ie ours 
underlying cause last, (c) Aevhe Loren ee Mee We Seater | & hour 


PART II. OTHER SIGNIFICANT CONDITIONSCONTRIBUTING TO DEATH BUT NOT RELATED rope DISEASE CONDITION GIVEN IN PART 1(a) cnt Hae AUTOPSY 


7 
Esscuftial foypts Jae 08 FORMED 


ves [] No 1 
20b. DESCRIBE HOW INJURYAECURRED. (Enter nature of Injury In Part I or Part IV of Item 18.) 


20a. ACCIDENT WAS UNDERLYING 
OR CONTRIBUTING [] CAUSE OF D! 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 


20a. TNTURY OCCURRED 7200, PLACE OF INIURY (Home, farm, 
Hour a.m. While — Not While ere ry epee ge ene ~ 
p.m. 19 at workL_] at work tJ 


21. | certify that (I) (this hospital) attended the deceased from. {1926 to» Ce? 19425" that (1) (we) last 
saw the deceased alive on__3 ¢<7 195 _ and that death occurred atél.:S0'M, from the causes and on the date stated above. 


2a. SIGNATURE, > ; a DATE SIGHED / 
d E STAFF 
YWltees J fcbur C70. M0. Pisa De) bitteror PHYS. Lost (oe 
We. PHYSICIANS = 5 22d. ADDRE ; 
ow) KxLAUS 1. HUEBNER CECiL AVE NeRTH EAST HID _ 
Za. BURIAL, CREMATION, 23b. DATE THEREOF | 23c. NAME OF CEMETERY OR GREMATORY Zad. LOCATION (City, town or county) (State) 
REMOVAL (Specify) 


LOnG = wa 7 MARE AMMES _|MeRTA EFasT MD 


(4 
24. FUNERAL DIRECTOR a. Y, vi 255. RERRTAAN STORATUR 
Per ti cee Z 1-5, Bren NMD\ ome rig Sob 2 Q 


20f. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physic 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within h 
director, page 3 should be detached for use as the burial-transit 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and 


VR A15 (4) 8) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, mrt 


F ND 
12293 - CERTIFICATE OF DEATH L086 


. pe all 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a. 


ere | aStale? b. COUNTY 
Cecil MARYLAND Wiiorida 


b. CITY OR TOWN (if outside corporate limits, . LENGTH OF STAY IN Ib || ¢. ClTY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 


Perry Point 1 day Jacksonville Ad Ka 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS . e, eg ec 


Veterans Administration Hospital 1828 W. 12th Street ves] volt 


. NAME DF First E th al Year 
Hes rs Middle Last 4. DATE Mon Day 


(lype or print) EARL Ge HADLEY Beate October 7 19 65 


5. SEX B COLOR OR RACE | 7, MARRIED [=] NEVER MARRIED [-] | & DATE OF BinTH 9. AGE in years [FUNDER YEAR| UNDER 24S 
a ay) {Months | Di Ho Min. 
Male Negro WIDOWED [-] pivorcen | 7-24-25 pete aie |e | 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR UL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working Ii fe, even If retired) INDUSTRY 2 " COUNTRY? 
Nursing Assistant ne ee Jacksonville, Florida; 


13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


Unknown Unknown 


15. WAS DECEASED EVER INU.S.ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, na, or unkown) | (Ifyes give war or dates of service) 


Yes Ww II 265-20-6613 VA Hospital Records, Perry Point, Md. 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).J NEVA DEW eR 
PART I. DEATH WAS cause erg) Ruptured Aneurysm, Posterior Cerebral artery T6"to 12 


x puerto Lnto fourth Ventricle Hours 


Cenditions, If any, which (b) 
gave rise to Immediate 

cause (a), stating the DUE TO 
underlying cause last. () 


PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a)  }19. eS 


YES no [] 


h, 


bon papers. Pages 1 ani 
within 72 hours after de: 


ase remove car! 
é and in any event, 


ician and completely filled in by the funeral 
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2Da. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part 1 or Part 1! of Item 18.) 
OR CONTRIBUTING [j CAUSE OF DEATH 
(IF EITHER, NOTI /EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m. while Not While factory, street, office bldg., etc.) 
p.m. 39 at work] at work 


21. | certify that (I) (this hospital) attended the deceased fromOctober 7 ,19 65, to October '719 65 twaxtWeciit 


xant erbattve0! nd that death occurred at9.:. 45M, from the causes and on the date stated above. 
22a. SIGNATUI amr 22b. DATE SIGNED 
4 TAI 
Que B bowls / un MBC Biro CHAE ta] 20-7-65 


22c. PHYSICIAN'S 22d. ADDRESS 
NAME (IyP®) = Anne, R. Berky VAH., Perry Point, Ma. 


23a. ay cea 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) (State) 
pecify) 


MEDICAL CERTIFICATION 


director, page 3 should be detached for use as the burial-transit permit. 
should be filed with the State Dept. of Health prior to burial, cremation, or re 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL OIRECTOR: After this certificate has been signed by the attend# 


VAL ( 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


: R AODRESS 258. “REC'D BY REGISTRAR] 255. REEISTRAR'S SIGNATURE 
VR AIS (4) Yerryville, Md. pare Cll 3 196 *s ‘a vor 


2M 1/65 


ra 


FOR : 
HE ALT H mh 


| director. Page 


oe 
may be retained fer your files. 


lay is necessai 
al 


with the State Department of 
in 72 hours after death. 


2, and 3 io the f 


) 


along with form PM3. 


pencil in Item 18. Give Pages 1 
ransit permit. File pagel 
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e certificate, writing the word “pending 


4 should be forwarded to the Chief Medical Examiner's O! 
TO FUNERAL DIRECTOR: Page 3 should be used as a bur! 


€ 


Health or its designated agent, prior to burial, cremation, or removal, and in any eve 


TO DEPUTY. 
please execui 


VR AISME 
5M 162 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


13282 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


£ PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence ‘before edin 
} @. COUNTY a. STATE b. COUNTY 
Cecil MARYLAND Maryland Harford / 


b. CITY OR TOWN (if outside corporate limits, ¢, LENGTH OF STAY IN Ib ¢, CITY OR TOWN (if outside corporete limits, write RURAL end give neerest town) 
writa RURAL end give nearest town’ 


Perry Point 1 day Havre de Grace OE Net 
d, NAME OF HOSPITAL OR INSTITUTION {if not in hospital, give stree! eddress d. STREET ADDRESS a, 1S RESIDENCE 
| ON A FARM? 


Veterans Administration Hospital 632 N. Stokes Street ves [_] No [3g 


3. NAME OF First Middl Last 4. DATE Month 
DECEASED 


Or 
(Type Print] DEATH 
page WILLIAM He HIMES October 26 19 65. 
5. SEX 6. COLOR OR RACE| 7, marrieD [] NEVER MARRIED [_] | 8+ DATE OF BIRTH |9. AGE (In yeers |IF UNDER 1 YEAR| If UNDER 24 HRS. 
i | lest birthdey) |"Months| Deys | Hours | Min. 


Male White wipoweD [_] DIVORCED fe] | 1-24-02 | 63 yrs. | 


10a. USUAL OCCUPATION (Give kind of work = KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country’ | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired 


House painter “PAu” Te Ie Maryland U.S.A. 


P13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Robert Himes Lillian Stephenson 


TIS, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY NO.| 17, INFORMANT Address 
(Yes, no, or unkown] | (Ifyesgive werordetesofservice) 


Yes WwW II 218-03-3208 VA Hospital Records, Perry Point, Md. 


18, CAUSE OF DEATH [Enter only ona couse per line for (e}, (b), end {c).) INTERVAL BETWEEN 
: . fe} T ID DI H 
PART !. DEATH WAS CAUSED BY: 
Hwas causi sy, Retroperitoneal Hemorrhage, Massive HS" 8S PBF Hrs. 


DUE TO 
Conditions, if ony, which ») Ruptured Abdominal Aortic Aneurysm 12 To 24 Hrs. 
geve rise to immediete couse < 
{e), stating the underlying 
cause lest, (c) 


Year 


DUE TO 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)| 19. WAS AUTOPSY 
PERFORMED? 


Operative Status For Resection Of Ruptured Aortic Aneurysm ves K] no 1 
200. EXTERNAL CAUSE WAS 2Db. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Part | or Pert Ii of item 18 * 
PRIMARY [] or CONTRIBUTING 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Dey, Y. 20d, INJURY OCCURRED 200. PLACE OF INJURY ctiee farm, * 2Df. (City or town! (County) (Stete) 
Ni 1 fectory, street, office bldg., ste, ° 
Unk.” pe aes | fale: vet Street Havre De Grace,Harford, Md. 


21. T eertify that | took charge of the remains described above, held an Autopsy [4 Inspection K] Inquiry [XK]. and in my opinion 
death resulted from: Natural causes [], ident [_]. ySuicide [], Homicide [|], Undetermined manner 


CHIEF MEDICAL EXAMINER [_] Pending Investigation 
ACTUAL /} fet City ASSISTANT MEDICAL EXAMINER [_] DATE SIGNED 
SIGNATURE - — \ “ 
EXAMINER’S DEPUTY MEDICAL EXAMINER i 10-27-65 


NAME (Type) TILIMAN D. JOHNSON, M.D. Aadiestlistceyi.cchiysteoin cor bauneyl 


22e. BURIAL, CREMATION,| 22b. DATE THEREOF 22¢, NAME OF e:) OR CREMATORY | 22d. LOCATION (City, town, or country) (State) 


Ra 1/0/80//96S1 Aneel Hire Haver de Grace 


ERAL DIRECTO! ADDRESS | 24a. REC'D BY REGISTRAR | 24>. RAR’S SIG 
i avre de Grace, Md. | NOV 4 1965 flere 


MEDICAL CERTIFICATION 
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i pletely filled in by the funeral 
carbon papers. Pages 1 and 


ransit permit. Then please np 
cremation, or removal, and in any event, within 72 hours after de: 


ed by the attending physici 


director, page 3 should be detached for use as the bur 
should be filed with the State Dept. of Health prior to burial 


TO FUNERAL DIRECTOR: After this certificate has been si 


ve AIS (4) 


20M 


1/65 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


13283 CERTIFICATE OF DEATH 


1. 


pene OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
E a. STATE b. COUNTY 
Cecil MARYLAND Md. Cecil 


write RURAL and give nearest town) 1/20, /65 10 /1 0 


b. CITY OR TOWN (if outside corporate limits, c, LENGTH OF STAY IN 1b . CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
Elkton 


d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) [4. STREET ADDRESS e. Be pate 


Union Hospital of Cecil County RHRESRCUSHY us sezors, Leal ‘ott 


Becenseo First Middle 4 DATE YO6r 
(Type or print) Mary 8. Howard ee, a 0 . 65 


5. 


SEX 6. COLOR OR RACE) 7, MARRIED [] NEVER MARRIED [] | & DATE OF BIRTH 9. AGE (In years [FUNDER YEAR IF UNDER 24 HRS, 


10a, USUAL OCCUPATION (Give kind of work done | 10b. a OF BUSINESS OR 11. BIRT 
during most of working life, gs If retired) INDUSTRY 


F White wivoweo [] vivorceo[]| 12/83 y 1872 oe me t Ea ee Wee | = 


LACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
COUNTRY? 


Housewoo! Chesapeake City, Md. USA 


13, 


FATHER'S NAME 14. MOTHER’S MAIDEN NAME 
James P, Steele Susan Pearce 


15. 


WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 


(Yes, no, or unkown) | (Efyes give war or dates of service) 


No None Union Hospital Records 


MEDICAL CERTIFICATION 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: b cig begs eg 
= IMMEDIATE CAUSE (a). 
7 PX DUE TO 


. 
Cenditions, if any, which eyosis Un i 
gave rise to Immediate Y 
cause (a), stating the DUE TO 


underlying cause last. (c) 


PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN iN PART (a) |19. Feanaicin 


Yes [} NO 


20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of item 18.) 
OR CONTRIBUTING [1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20%. (City or town) (County) (State) 
Hour a.m, Not While factory, street, office bidg., etc.) 


Aur at_work 
21. | certlfy that (I) (this hospital) attended the deceased from , 1960, that (1) (we) last 
saw the deceased alive on_/@- Q 19.65”, and that death occurred SSA, from the causes and on the date stated above. 


22a, SIGNATUR' ke DATE SIGNED 


wp. PAYS $2 Bineoron C1 ms. CI "0-6 g— 


'SICIAN’S: 22d. ADDRESS 
NAME (lye) Wi Wiford Eppes. Newark, Del. 


23a. 


SURAT CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
{ Oct.11,19655 | Bethel Cemetery. ee Chesapeake City, Md. 


: oO CT 13 196 


ADDRES: 25a. REC’D BY REGISTRAR | 25b. ABR jue Ss rag Needge 


* Ss 


{ 


xecuted within 24 hours after death. , 
id completely filled in by the funeral 
move carbon papers. Pages 1 and-2~ 


id in any event, within 72 hours after d 


cremation, or removal, an 
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should be filed with the State Dept. 
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VR AIS (4) 
20M 1/65 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND ~, 


13284 CERTIFICATE OF DEATH 649 


. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institutlon: Residence before Salis 90s 


a. COUNTY a. ST b. COUNTY 
Cecil Nitin Waryland 


b. CITY OR TOWN (If outside corporate limits, ©. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 


Perry Point. 17 years Mitchelville, & X* af. 
d. NAME OF HOSPITAL OR“INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS 6. IS RESIDENCE 


ON A FARM? 


VA_Hospital = ves] nof] 


. NAME OF First 4, DAT! Month Da Year 
betaSeD Middte Last 3 or ry 


(lype or print) Thomas ‘Os JOHNSON DEATH October 31, 19 65 


5. SEX 6. COLOR OR RACE | 7, MARRIED [gg NEVER MARRIED [-] | & OATE OF BIRTH S.-AGE (In years [IFUNDER 1 YEAR FUNDER 24 HRS. 
6-24-86 day) | Months | Days | lisa Hours | Min. 
Male Negro widowed [] DIVORCED [_] 


yrs. 


10a. USUAL OCCUPATION (Glve kind of workdone| 10b. KIND OF BUSINESS OR Ti. BIRTHPLACE (County & State, or forelyn country) | 12. ils OF WHAT 
INDUSTI COUNTRY? 


«S.A, 


during most forking life, even If retired) 


15. WASDECEASED EVER IN U.S. ARMED FORCES? | 16. TYNO. | 17. INFORMANT Address 
(Yes, no, ‘tr unkown) | (If yes Give war or dates of service) 


Yes WWI VA Hospital Records - Perry Point, Maryland 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 


ONSET AND DEATH 
PART |, DEATH WAS CAUSED BY: . . i 
IMMEDIATE CAUSE (a) Cot Cardiac failure 


f Xx aed hypertrophy 


Conditions, If any, which Aortic value insufficiency & left ventricula unknown 
gave rise to Immediate 
cause (a), stating the DUE TO 2, ee $ i 7 

underlying cause last. ()_S¥yphilitic heart disease unknown 


PART I]. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(a) | {19- Ceara 


Hypertension & Uremia ves[} no Ty 
208, ACCIDENT WAS UNDERLYING 206, DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
OR CONTRIBUTING () CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e, PLACE OF INJURY (Home, farm,] 20%. (Clty or town) (County) State) 
Hour a.m, While Not While factory, street, office bldg., etc.) 
19 at work at work 
21. I certify that % (this hospital) attended the deceased from. We , ses 
EH AEKOEY OX XCKIE and that death occurred 37558 A the causes and on the date stated above. 
22b. DATE SIGNED 
ATTENDING MED. STAFF ry 
wp. PAYS SC) bintctor C) prive (XJ| L1-1-65 
. PAYSIBIAN'S ie: ADDRESS 


NAME'Cype) §=JOEL BLANCAFLOR, M.D. VA _Hospitel - Perry Point, Md 


MEDICAL CERTIFICATION 


mee | 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) (State) 


“Re ec ify) Ll e o- & so 


24. FUNERAL DIRECTOR . 3 il Sy ATURE 


: 


MARYLAND STATE DEPARTMENT OF HEALTH " 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


e atgy 13285 CERTIFICATE OF DEATH 3650 
3 = as 1 PEACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
7 a. ST b. COU! 
5 278 Cecil MARYLAND “Pennsylvania Yancaster 
S = a0 b. CITY OR TOWN {if outside Corporate limits, ¢. LENGTH OF STAY IN Ib || c. CITY OR TOWN (If outside corporate timits, write RURAL and give nearest town) 
e 28 g write RURAL and give nearest town) 28 
ge 3 ry Point 28 days Iancaster See 
2:38 d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS 6: 1S RESIDENCE 
ts Sar, 
a ake 2s. Veterans Administration Hospitel 638 Hebrank Street ves] no Gd 
= S55 ae Deseiceh First Middle Last 4. ei Month Day Year 
= S82 {type or print HARRY KAUL Dear October 19 1995 
a S 
of 5. SEX 6. COLOR OR RACE ]7, MARRIED KK] NEVER MARRIED [—] | ® DATE OF BIRTH 9. ACE (In years | IF UNDER 1 YEAR|IF UNDER 24 HRS. 
3s last jew Months | Days | Hours | Min. 
Ge: 2 Male White wipowen ["] DIVORCED [~] 1-15-1896 69 | zs | 
eS 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreiyn a 12. CITIZEN OF WHAT 
2 Sa during most of working life, even If retired) INDUSTRY COUNTRY? 
235 Stencil Maker Factory lancaster County, Penna U.SAe 
£°3 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
56 
See Harry Kewl Martha, Koser 
tal 15, WAS DECEASED EVER INU-S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
Ze S (Yes, no, or unkown) | (Ifyes vive war or dates of service) 
SEE Yes ~ 207-05-4276 Hospital Records, VA Hospital,Perry Point,Mi. 
£°3 18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).} INTERVAL BETWEEN” 
Bek PART |. DEATH WAS CAUSED BY: . 5 4 ps eee 
ess IMMEDIATE CAUSE (2) Ventricular fibrillation 5-10 min. 
he hr 
5 Yee] DUE To ; 4 F 
Conditions, If any, which Acute myocardial infarction 1-2 days _ 


gave rise to immediate 
cause (a), stating the ( DUE TO ° 
underlying cause last, @_Arteriosclerotic heart disease 


s PART I. OTHER SICNIFICANT CONDITIONS CONTRIBUTINC TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITIONCIVENINPART l(a) |19. as 
= ea Te ? 
ls ves} Not] 

= 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Ul of Item 18.) 

§ | OR CONTRIBUTING [] CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED {20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
8 

= 


Hour a.m. while Not While oO factory, street, office bidg., etc.) 


19 at_work at work 
21. I certify that ( (this hospital) attended the deceased fromAuge—22nd. gost toOCbeLOth, 19.65, that Aye) last 
saw the deceased alive on OCte 19th, 1905 __, and ite death occurred he HOPG, from the causes and on th ted above. 


22a. SICNATURE 22b. DATE SIGNED 
ATTENDING MED. STAFF 
OO ag : he ia" M.D. PHys. []_pirEctor L] _Puys. 10-20-65 _ 
} 220. PHYSICIAN'S 22d. ADDRESS 
| ype: 
fe A, L. MOONEY, M.D. AG WORRY *POUNT JP 5 
23a. BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) — Gtate) 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been 
should be filed with the State Dept. of Health prior to bur 


director, page 3 should be detached for use as the bi 


REMOVAL (Specify) 
Removal 40-22-65 Greenwood Lancaster, Pa. 
4 R fire p Je ODRESS Lancaster ; be REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
dq i) '¢ 


* Sif | vate UT 21 fObonts ba lege, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be 


VR AIS (4) 
20M 1/65 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
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Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician 


letely filled in by the funeral 
arbon papers. Pages 1 and 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 72 hours after de 


director, page 3 should be detached for use as the burial-transit permit. Then please rei 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


13286 CERTIFICATE OF DEATH AR 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institutlon: Residence before admission) 
a Roun a. STATE 


ecil nent prstarcr or Cohthera i 


b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write By ee “ak a fe neare: AOD 
a oe A = 


Perry Po: amths 8days Washington 


d. NAME OF B ee mn TaSTTOTTER (f not in hospital, give street address) || d. STREET ADDRESS 3. TS RESIDENCE 


Veterans Administration Hospital 1210 Maryland Avenue _N.B. [ves] nolak 


|. NAME DF First Middle Last 4. DATE Month Day Year 
DECEASED 


(Type or print) JESSE GLENN EAIB DEATH §=6 October 5. 19 65 


5. SEX 6. COLOR OR RACE | 7. MARRIED [-] NEVER MARRIED [op| ® DATE OF GIRTH 9. AGE if fears | IF UNDER 1 YEAR ||FUNDER 24 HRS. 
5, tsi day) Months | Days | Hours | Min. 
Male White WIDOWED [7] pivorceo(]| October 7,189 war’ 


1Da. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or 8 a 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 


Gook Ubknowm Judson, Indiana USA 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Newton Lamb Lovla Dean 


15. WAS DECEASED EVER INU.S, ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 


Yes Wy-l 57-10-4193 | Hospital Records, VA Hospital,Perry Point, 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 


s , ONS EATH 
es DEATH MAS PAUSED EY. Bronchopneumonia, bilateral odes 


$$. 
DUE To Vee 


Conditions, If any, which w_Carcinoma, head of pancreas w/metastasis to | 6-9 mos. 
gave rise to Immediate 

cause (a), stating the DUE TO 
underlying cause last. (c). 


PART Il. OTHER SIGNIFIGANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) | 19. ee AUTOPSY 


yest] ne C] 


20a. ACCIDENT WAS UNDERLYING raat 2Db. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part } or Part II of Item 18.) 
OR CONTRIBUTING {) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 2Dd. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
Hour a.m. While Not While factory, street, office bldg., etc.} 
p.m. 19 at work} at work 


21. | certify tha My (this hospital) attended the deceased from_duly 28, _, 19 October, 29 > that s/twe) last 
saw the deceased alive Di eee and that death occurred lL: Wen inf thé causes and on the date stated above. 


22a. SIGNATURE iz DATE SIGNED 


ATTENDING MED. STAFF 
ee a PHYS. Director [| PHYS. 
2c, PHYSICIAN'S Sh aang | mae 22d, ADDRESS 
pg Orn A. Te MOONET MDL VAH, Perry Point, Md. 


23a. enond Spec 2ab. DATE THEREOF | 2c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) Gtate) 
pec! ¥ 
Ew oudon Park Nat'l.Cemetery, Baltimore, Maryland 


Ba. REC'D BY REGISTRAR] 256. REPISTRAR'S SIGNATURE 
neral Home, Havre iecrdeaCT 11 1064 / Lonibeg Hodge 


MEDICAL CERTIFICATION 


papers. Pages 1 @™ 
in 72 hours after 


in 
ith 


etely filled in by the ft 


ransit permit. Then please rem 
, cremation, or removal, and in an 
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should be filed with the State Dept. of Health prior to burial, 


Wa \ 


: MARYLAND STATE DEPARTMENT OF HEALTH 
oF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH a 52 


COUNTY 2. USUAL RESIOENCE (Where deceased lived, If institutlon: Residence before admission) 
be a. STAT, b, COUNTY 
Cecil MARYLAND Mary land Cecil 


b. CITY DR TDWN (if outside corporate limits, c. LENGTH DF STAY IN 1b || c. CITY OR roan (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and glve nearest town) 


Elkton 11 days X North East 


d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) | } STREET ADDRESS oa ae 
Union Hospital 16 NSBYM North Main St, vest} no 


. NAME OF First Middle Last 4. DATE Month Day Year 
DECEASED 


(ype or print) FLORENCE MAY LOGAN DEATH Oetober 25 19 65 


5, SEX 6. COLOR OR RACE | 7, MARRIED [-] NEVER MARRIED [=] | ® DATE OF BIRTH 9. AGE (ie years] FUNDER 1 YEAR UNDER 24 HRS 
ma. Wh: ay) | Months | Days } Hours | Min. 
Female ite wipowen [%j vivorceo[-]| May 6, 1892 73° ea ee 


10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR 11, SIRTHETAGE (County & State, or foreign country) ) 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 


ook Restaurant Cecil Co. MayrylandUSA 


13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 


Edward Shivery Marcella Ferguson 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SDCIALSECURITYNO. | 17. INFORMANT ‘Address 


(Yes, no, or unkown) ee jae ania 218-10-0339 Charlies C, Ulary Box 436 


io 


18. GAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).1 INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: > ~ goad Dela tl 
YGF y IMMEDIATE CAUSE (2)___\* 4a aS Pt wen 
’ ' DUE TO 
Conditions, If any, which (b). 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. 


(c). 
PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TD DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVENIN PART 1(a) 19. rath ead 


® Maka Wht @ AScyvd. ves E] nyo 


20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part II of Item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTH JEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,) 20f. (Clty or town) (County) (State) 
factory, street, office bidg., etc.) 
While Oo Not Kale 


19 at_work at work 


21. | certly t that@DXthis hospital attended the mea from SEE 20, 194.2. , to__OCT: 24, 1945", tha 

saw the deceased alive on___-__ cr. 241 and that death occurred a¥004.M, from the causes and on the date stated above. 
22b. DATE SIGNED 

PRY NS pq Bintcror C) Pave C2) 3 -QS=GE 

22d. ADDRESS 


ob) Jay S, Barnhart Jr, 4 Mauldin Ave, North East, Mi, 


MEDICAL CERTIFICATION 


M.D. 


238. GURIAL CREMATION) 250. DATE THEREOF — | 730. NAME OF CEMETERY OR OREWATORY Zag. LOCATION (City, fown or county) Guat) 
_Burial ™ | 10/27/65 North East Methodist Cem, | North East, Mi. 


FUNERAL DIRECTOR Ss} 25a. REC’D BY REGISTRAR| 25b. REGISTRAR’S SIGNATURE 
rant Funeral in, 7S, Main Ste - nel. 


jorthEast, Md. pate CT 2 6 195 rs crlea J pest 


ah 
1 and 


tely filled in by the funeral 


ransit permit. Then please remo’ 
cremation, or removal, and in any 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND, 


CERTIFICATE OF DEATH ey) 


2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


18 
DUNTY a, STATE b. COUNTY é 
MARYLAND r Vad piles 
b. CITY DR TOWN at outside cor; porate: limits, c. LENGTH DF STAY IN 1b || c, CITY OR TOWN (If outslde corporate IImits, write iL afd give nearest town) 


write RURAL and give nearest town 


, / A FARM? 


EL hep / (2) v CML STD pL! 
4 
d. NAME DF HDSPITAL OR INSTi (if not In hospital, give street address) || d- STREET ADDRESS 8. Re ee 


yes] no A. 


3. NAME OF = = 
OECEASED First Middle Last ‘ DATE Month Day fear 


OF 
(Type or print) DEATH he) he 19% 4 a 
5. SEX | . 7. MARRIED [] NEVER MARRIEDYp2] te 9. AGE (In years] IF UNDER 1 YEAR IF UNDER 24 HRS, 


Jast birthday) Months | Days | Hours | Min. 
Luk, WIDOWED [7] BivoRcED [-] ‘os. yrs. bes | 
10a, USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR TWELACE (County & State, or foreloh country) | 12. CITIZEN OF WHAT 


during most of working life, even If retired) INDUSTRY 
———— 


es 


- 4 
13. FATHER’S NAME 14, “MOTRER'S MATDEN NAME 


Lucy | Layjale Fo 
15, WAS DECEASEI IN tS. ARM! IRCES? 4 16. SOCIALSECURITYNO, | 17. INFORMANT Address 
(Yes, no, or unkown) ieee fates of service) 


18. CAUSE DF DEATH [Enter only one cause per Ijne for (a), (p), and (c).] 
4 


PART |. DEATH WAS CAUSED BY: 
; IMMEDIATE CAUSE (a). 


DUE TO 


Conditions, If any, which 
gave rise to immediate 


cause (a), stating the (—B¥ETO ‘ g 
underlying cause last. (c). Z 
oe cr ETE RMINAL DISEASECO ITION GIVEN IN PART 1(a)¥ |19. WAS ‘AUTOPSY 


PERFORMED? 


ves [] _NO PR 


2Da, ACCIDENT WAS 
DR CONTRIBUTING "AUSE Ol 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME DF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE DF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m. While Not While factory, street, office bidg., etc.) 
19 at work] at work 


ae 19457, that (1) dye) last 
<5, and that“death occurred tld M, from Hie causes and pn the “a stated abpve. 


is DATE SIGNED 
ATTENDING, MED. 
é ; ’ M.D. PHYS. a Director C] Pave. 
22c. PHYSICIAN'S 22d. ADDRESS 
NAME (Type) ta. Ee 
ADE , 2 Oa, 
23a, CREMATION,| 23b. DATE THEREDF 234 AME OF CEMETERY OR CR 0 23d, OEATION, Zi Ns 
Sis (Speclfy sy ZL - VL * 
< AL Oe 5 LeaHPC A (aba: 


MEDICAL CERTIFICATION 


= 


hin 72 hours after deat. < 


tely filled in by the funeral 
papers. Pages 1 and 


e' 
Transit permit. Then please 


cremation, or removal, and in any 
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director, page 3 should be detached for use as the bur 
should be filed with the State Dept. of Health prior to burial, 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


13289 CERTIFICATE OF DEATH 653 


: PLACE DF DEATH i. 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a. COUNTY a a, STATE b. COUNTY 
Cecil MARYLAND Md. Cecil 


b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 


5 days: f Elkton 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) jo. STREET ADDRESS 8. Lag s 
Union Hospital } Hollingsworth Manor yes] nok) 


°3. NAME DF First 
DECEASED Irs Middle Last | 4. BATE Month Pie Year 
DEATH Oct, 19 


(Type or print) Ella. May Miller 


5. SEX 6. COLOR OR RACE |7. MARRIED K] NEVER MARRIED[] | 8- DATE OF BIRTH 9. AGE (in years —" IF UNDER 24 HRS, 
7" day) reas Days | Hours Min. 
Female |White WIDOWED [“] vivorceo[]| Nove 951897 


yrs. 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12, CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 


Housewife at_home Elkton, Md. USA. 


13, FATHER’S NAME 14. MOTHER’S MAIDEN NAME 


anle Hall 


Owen_§. 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFDRMANT Address 
(Yes, no, or unkawn) | (if yes give war or dates of service) 


no Beverly G Miller, Nottingham, Pa. 
18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
PART TH WAS CAUS! 7 
TL OATMEDIRtE OnUS () Aemearrhace Corehra/ artery ” Meal 
fet DUE TO pan 7 


Conditions, if any, which ) ly fact a5 jVEC Corba vescalar Ox eetse iA 285 


gave rise to immediate 
cause (a), stating the QUE TO 
underlying cause last. (c) 


| PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART1(a) |19. WAS AUTOPSY 


Yes [} No [pr 


20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part | or Part I! of Item 18.) 
OR CONTRIBUTING [] CAUSE OF DEAT! 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m. While Not While factory, street, office bidg., etc.) 
5 at work[_] at work 


19>, to , 19.63", that (1) (we) last 
= 19a, and that death occurred a , from the causes and on the date stated above. 


22b. DATE SIGNED 


ATTENDING ED. STAFF _ 
inector [| PHys. [] 4-67 
22c. PHYSICIAN'S ia ADDRESS 


a. ee A wD. |1a3SinserG Ae, EAS oa 90. 


23a. BURIAL, CREMATION, | 23p. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) (State) 


REMOVAL (Speclty) hcl Elkton Cemetery Elkton, Md» 


‘-. L ECTOR ADDRESS 'Y REGISTRAR | 25b. RESjeTRAR SIG URE 
FUNERAL HOME o/h<c/NAeureton, [maUel LT TES / ay 


MEDICAL CERTIFICATION 
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pase remove carbon papers. PagesvI and.2 
i event, within 7: 


physician and completely filled in by the funeral 
cremation, or removal, and 
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director, page 3 should be detached for use as the bu 
should be filed with the State Dept. of Health prior to burial 


VR AIS (4) 


2DM 


1/65 


‘erage 


© 


t 


MEDICAL CERTIFICATION 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAN 


CERTIFICATE OF DEATH aber 


G as ori DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a. 


CEC JL en a. a, D b. CDUNTY (rE) 


Db. CITY DR TOWN (if outside Suporte timits, c. LENGTH DF STAY IN ib || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
Write RURAL and give nearest town) 


KTON apars |X FLAK MIZLZC 


d. NAME OF HOSPITAL OR INSTITUTIDN (if not In hospital, give street address) (d. STREET ADDRESS @. Shee 


le ONION HoOSP/TPA ! NONE yes] node 


3. NAME OF First Middle Last 4. DATE Month Day Year 


DECEASED rs he DAMIEL MITCHELL DEATH 0 LE 96S 


(Type or print) 
5. SEX 6. COLOR OR RACE 7, MarRieD [] NEVER MARRIED pg] & DATE OF BIRTH 9. AGE (In years /IF UNDER 1 YEAR|IF UNDER 24HRS. 


last birthday) (Months | Days | in, 
WU WIDOWED [7] piworceo[]| Bo ~/S- 6S panies fe 4 oa hi 


‘Da. USUAL OCCUPATIDN (Give kind of work done] 10b. KIND OF BUSINESS DR 11, BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY 


ate Sie a decree! MD dete 2. 2 


14, MDTHER’S MAIDEN NAME 


¢ 
We iheded at nixhinahbas Eee ae wo a fa Fd eg? 2: kK Ms.es 
NV | MONE Wwaree BA MLTCHELL MP. 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 


ONSET ANQ, DEATH 
PART 1, DEATH WAS CAUSED BY: 2 
"IMMEDIATE CAUSE o_Dehy dyatian Vie 1m 
: DUE TD a 
Conditions, If any, which fro +1. if iy 5 Zz 4 Py! aa ca Cd ibs ‘s dat ££ 
gave rise to Immediate ©) is 


cause (a), stating the DUE TO 


underlying cause last. () 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASECDNDITIONGIVEN IN PART 1(a) |19. Eee a 


c yes [E- np [} 
20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 11 of item 18.) 
OR CONTRIBUTING [-] CAUSE OF DEATH 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY(Home, farm,| 2Of. (City or town) (County) (State) 
Hour a.m. While Not while factory, street, Office bidg., etc.) 
p.m. 19 at work at work 


21. I certify that (I) (this hospital) attended the deceased from. A< , 19: , (0 $F, 193 4 that (I) Gre) last 


saw the deceased alive on. oS and that death occurred a 77M, from the causes and pn the date stated above. 
22b. DATE SIGNED 


2a/7 SIRAATUR : 
{ ? NDING ED. STAFF | 
mo. He’ Cbinecron C] pws, C| Ko —fa-Co 


22d. ADDRESS 


22c. PHYSICTAN’S 
| Lapa D> Soltsiin sayo\ 1075 serie Mee. Lin, A. 


23a. BURIAL, CREMATION, | “236, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) (State) 


opp” | o-2.-65 | Ee eroNn ELKTON Md 


24, FUNERAL DIRECTOR ADDRESS > -G EA Sf (25a. REC'D BY REGISTRAR ye REGISTRAR’S SIGNATURE 


PIPTIM Femee ar OMB Goran Ear di, aid\ el 21 1969 _\f-Fortiy Jue 
_— a / 


s 1 and 2 


within 72 hours,after death. 


uted within 24 hours after death. \ 


s 


completely filled in by the funeral 


ove carbon papers. Page: 


4. 
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MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


13291 CERTIFICATE OF DEATH 4655 


. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institutlon: Residence before admission) 


SeCRUATY a. STATE b.COUNTY 
Cecil MARYLAND Maryland Cecil 


b. CITY DR TOWN (if outside cor; porte limits, . LENGTH DF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 


Perryville 1 Mo 18 Da X _ Charlestown 


d. NAME OF HOSPITAL DR INSTITUTION (if not in hospital, give street address) |! d. STREET ADDRESS 8. ona FAT 


VA Hospital, Perry Point, Md. } ves] no fi 


. NAME DF First Middle Last | 4. DATE Month Day Year 


DECEASED 
(Type or print) JOHN Vents OWENS DEATH Oct. 11, 1965 19 


5. SEX 6. COLOR OR RACE | 7, marRieD FOX NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In years | IF UNDER 1 YEAR |IF UNDER 24 HRS. 
ea ies Qo last birthday) Months | Days | Hours | Min. 
Male White wiooweD [_] Divorceo[]| 9-27-92 (3 yrs. 


} 10a. USUAL DCCUPATION (Give kind of work done| 10D. RIND OF | OF bel ESS OR 11. BIRTHPLACE (County & State, or foreipn country) | 12. pages WHAT 


during most of working life, even If retired) 


Meat Cutter Perryville, Maryland U.S.A. 


13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 


William B. Owens (Dec) Lovella Evans (Dec) 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITY NO. | 17. INFDRMANT Address 
Yes, mo, or unkown) | (If yes give war or dates of service) 


Yes WW OT 216-01-7787 | VA Hospital Records » Perry Polnt, Mi. 


18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).1 INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: 
a Nats ER ny_BRONCHOPNBUNONTA, BOTH LOWER LOBES | AON ays 
10 DUE TO 


Conditions, If any, which (b) UREMIA 10 Days 
gave rise to immediate 


, stating th puerto Hydro-Nephrosis and Hydro~Ureters, due to 
ae cine: «Obstruction of Carcinoma of Urinary Bladder 1 Year 


PART II. DTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART (2) |19. Rae 


yes J no (] 


20a. ACCIDENT WAS UNDERLYING ‘2Db. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Il of Item 18.) 
DR CONTRIBUTING (] CAUSE DF DEATH 
(IF EITHER, NOTH EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 2Dd. INJURY OCCURRED | 2De. PLACE DF iNJURY (Home, farm,| 2Df. (City or town) (County) (State) 
Hour a. si while Not While factory, street, office bldg., ete.) 


19 at work L} at work 


21. | = that (K(this hospital) attended the Gatsa from_AUge 23, 1965  tpOct. i, 19 ERICH SERS 
and that death pccurred at. 5M, from the causes and on the date stated above. 


2oHGHE recessed ative 
222, SIGNATURE lo 23), DATE SIGNED 
{ ULAR R ATTENDING — MED. STAFF 
pays. (1 _omrecror [1] pays. Ft! 10-13-65 
220, PHYSICIAN'S 22d. ADDRESS 


{__‘™§ "anna Re BERKY M.D. VAH., Perry Point, Ma. 


director, page 3 should be detached for use as the burial-transit permit. Then pleas 
hould be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending phys 
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VR AIS (4) 
20M 1/65 


23a. sagen 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
aie: Principio Cemetery | Perryville, Md. 


ADDRESS 25a. REC’D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


Perryville, Maryland | p@CT 20 1965 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


13292 CERTIFICATE OF DEATH SCRE 


. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before. admission) 


SaRIEENITY a. STATE b. COUNTY, 
Cecil aan Maryland y 


(gv 
b. CITY OR TOWN (if Outside cor porate limits, ¢. LENGTH DF STAY IN Ib || c. CITY OR TOWN (If outside corporate limits, write RURAL ‘and give nearest town) 
write RURAL and give neares' “ 


Perry Poin 18 days Boyas (SA 


d. NAME OF HOSPITAL DR sorte (if not in hospital, glve street address) |) d. STREET ADDRESS ‘ e. GR PAE 


VA_Hospital P.O, Box 122 yes] no Bk) 


NAME DF First Middl Last . DATE Month D Year 
DECEASED ue ‘ xg! 


; DF 
(Type or print) Howard W. Parker DEATH October 31, 19 65 
5, SEX 6. COLOR OR RACE |7. wARRIED [-] NEVER MARRIEDE] | & DATE OF BIRTH 5. AGE (In years [FUNDER YEAR [FUNDER 24 HRS. 


Male Negro wioowep ["] Divorced [7] 8-16-00 ioe mY sped he Sead ow 


10a. USUAL DCCUPATION (Give Kind of workdone| 10b. KIND OF BUSINESS DR IL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 


Laborer - Boyds, Md. 


43. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


John Parker Belle Duffin 


15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYND. | 17. INFORMANT Address. 
(Yes, no, or unkown) | (If yes give war or dates of service) 


Yes WW OIL , 05-07-7599 VA Hospital Records - Perry Point, Md. 


18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).1 pi ea 
PART |. DEATH WAS CAUSED BY: 1 
AINMEDIATE Cause (a) “cute pulmonary congestion and edema -2 days 
: DUE TO , 
Conditions, if any, which o_Massive tumor thromb of vena cava Unknown 
gave rise to Immediate 
cause (a), stating the DUE TO 


underlying cause last. Carcinoma of left kidney —Unknown 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(a) |19. pan ee 


ves no T} 


ra 


Pages 1 


within 72 hours after 


ithin 24 hours after death. 
ely filled in by the funeral 


lease remove Carbon papers. 


cremation, or removal, and in any event, 


ransit permit. Then 


20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of Injury In Part I or Part Il of Item 18.) 
DR CDNTRIBUTING [] CAUSE DF DEATH 
(IF EITHER, NDTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE DF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) J 
While Not While factory, street, office bidg., etc.) 


at _work at work 


21.1 JU cerily ee this hospital) attended the deceased from__LO-L3-05_ 19__, )__, ROKER 


. and that death occurred at_Op_M, ia the causes pie on ines date stated above. 
Za, SIGNATURE 22b. DATE SIGNED 


Ce Tren a Be) Bintctor CBs. | 11-1-65 
Ze. PAYSICIAN'S 22d. ADDRESS 
jo MMS nL, MOONEY, M.D. | VA Hospital - Perry Point, Mi. 


23a. BURIAL, EAT 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town br county) (State) 


MEDICAL CERTIFICATION 
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director, page 3 should be detached for use as the buri 
should be filed with the State Dept. of Health prior to burial 


MeBR, Gnssi /4/65 | Arlington National arlington, Va. 


ADDRESS 25a. REC'D BY REGISTRAR| 25b. REGISTRAR’S SIGNATURE 


FUNERAL DIRECTD! 
VR AIS (4) Cioea re HOME- Rockville, Ma. of0V 5 196) 


20M 1/65 


9 


M) MARYLAND STATE DEPARTMENT OF HEALTH 
2 oe | 1 35s of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


F JE MEDICAL EXAMINER’S CERTIFICATE OF DEATH 5) 657 
HEALTH DEPT. 1. PLAGE OF DEATH ss 2. USUAL RESIDENCE (Where dacaaiad livad, If Instilulion: Residance bafore admission) 
we i b. COUNTY 
a3 Cecil HaKy LAND ° STATE Maryland Cecil 
bot ard b. CITY OR TOWN {if outside corporete limits, | ¢. LENGTH OF STAYIN 1b |! c. CITY OR TOWN (If outside corporate limits, write RURAL end give nasrest own) 
ss2 wri RAL of give naarast town) | 
Bese | dnhr. Rural, North East 
3 5 &3 d, NAME OF HOSPITAL OR INSTITUTION (it not in hospitel, give street address) d. STREET ADDRESS Ti @. IS RESIDENCE 
gas ON A FA 
@ fizes Union Hospital Bel, 2 ves] NO 
3 Sa 3. NAMEOF Shi Middla ia “Las | 4. DATE Month “tay ent 
oseer DECEASED OF Octob: 6 
Bees Myeeereim) Ss GEORGE =J, PELTONEN DEATH teber 2 1965 
= 3 3 SEX 6. COLOR OR RACE) 7, maRRieD PK] NEVER MARRIED [] | 8- DATE OF BIRTH cian 3 Ast (nes IF UNDER1 YEAR| IF UNDER 24 HRS. 
si birthday) T Months) D H . 
ee Male White wipowe [] —_ivorceo [J Sept. I, 1910 ere re | eee ee | ne 
a 10a, USUAL OCCUPATION (Give kind of work | 106, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stata or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
=3 dona during most of working life, avan if retired) Finl U.S.A 
3 Carpenter __|Construction | ORES ol ee coe 
és 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME * = “4 
ga No Info. No Info. 
Oe te WAS Lies ae IN U.S. Pee eb Okc 16. SOCIAL SECURITY NO.| 17. INFORMANT ; Adds De 2 
ao fet, po, or unkown: yes giveweror dates ofservice, 
ge NG 113-20-0336 | Anni I, Peltonen _ “North East, 4, 


18, CAUSE OF DEATH [Enter only one eause par line for (a), (b), end {c).] 
PART I. DEATH WAS CAUSED BY: ae . 
: IMMEDIATE CAUSE {e) M aa cer A of daforokion. 


a INTERVAL BETWEEN 


ONSET AND DEATH 


< 7 as FW OW 
j / DUE TO 
Conditions, if eny, which () @o banarc_ ar ter Twa Los y s. eal be re 
geve rise to immediete causa ae SE 
(e}, stating the underlying ( DVETO 
cause lest. ray 
rat PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ie)) 19. WAS AUTOPSY 
oS PERFORMED? 
be 
$ ‘ S yts [] No EY] 
& 20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED, {Entar nature of injury in Part | or Part Il of itam IB.) 
& | PRIMARY [) or CONTRIBUTING [] 
& | CAUSE OF DEATH. 
< 20c. TIME OF INJURY Month, Dey, Yaar | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ferm, | 20%. (City ortown)—~—~—~—~=«(County) (State) 
8 Hour a.m, While Not While foclory, street, office bldg., etc.) | 
3 wey 19 je! work at work ["] ta 


21. I certify hat | took charge of Ihe remains described above, held an Autopsy ob Inspection raa Inquiry =a and in my opinion 
death resulted from: Nalural causes ie cciden! Oo Suicide ic) Homicide [ae Undetermined menner Oo 


oe CHIEF MEDICAL EXAMINER [] 


& 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 hours after death. If any delay is necessary, 


its designated agent, prior to burial, cremation, or removal, and in any event wil 


4 should be forwarded to the Chief Medical Examiner's Office alo: 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-fransit permit. File pages 1 and 


please execute the certificate, writing the word “pending” in penci 


ope ee wp, ASSISTANT MEDICAL EXAMINER [—] oe. bao 
5 aii DEPUTY MEDICAL EXAMINER fo} 
4 NAME (Type) Zee ee Address (Sireet, elty, town, or county) (23 Si. in ASE-% BA, El Lffog 
= fn. BURIAL, CREMATION 22b, DATE wn |New ERY OR CREMATORY 22d. LOCATION (City, town, or har ia 
EMOVAI 
2 | pe” joe 465 | North East Methodist Cem.| North East, Mi, 
a tae DIRECTOR S. Main St ~~ | 240. REC'D BY REGISTRAR | 24, REGISTRAR’S SIGNATURE 
VR AISI ie » ? 
Me wen wrant Funer North “East, Mie oars OCT 41965 [CL orlae pearly unge 


al or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate 
death. Page 4 may be retained by the hospi 
TO FUNERAL DIRECTOR: After this certificate has been signed by t 
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20M 5-63 


director, page 3 should be detached for use as the burial-transit permit. 
be be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH .L658 


1. PLACE OF DE ry 
a. COUNTY @ . STATE b. COUNTY = # 
Lf Ly. ECS/4 é 
Li nh 


2 Rib RESIDENCE (Whera deceased lived, If institution: Bpadenee, before edmission) 


¢ MARYLAND MARY LAND —_ 
premon TOWN iif outride corporate imits, ¢. LENGTH OF STAY IN 1b €. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write Nearest toWn| 4 ELKTON 
| NAME OF HOSPITAL INSATUTION {if not in hospital, give street eddress) ) 4 $53 ADDRESS «IS RESIDENCE 
(ON A FARMI 
reas 3E. MAINE STREET eer 


r3. NAME OF a beat . 
DECEASED ' 
(Type or print) 


| 4 BATE Month 


DEATH Odlbka 7 06S 


5. SEX 


Eonake 


6. COLOP,OR RACE 


7. MARRIED [S| NEVER MARRIED Ww 
wipowep [_] pivorceo [_} 


B. DATE OF Bj 


MAY NS, 1918 


9. AGE (In years }IFL <<) YEAR | iF UNDER 24 HRS. 
ee +2 Reg Days | “Hours [a Min. 


Wa. USUAL OCCUPATION {Give kind of work 


done during most of working life, even if retired) 


10b. KIND OF BUSINESS OR INDUSTRY 


GENERAL 


I, BIRTHPLACE (County & State, or foreign countsy) 


BALTIMORE, MARYLAND 


CHIZEN OF WHAT COUNTRY? 


USA 


13. FATHER'S NAME 


14. MOTHER'S MAIOEN NAME 


LATE MOLLIE PETHERSKY 


(Yes, rl unkown) 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 
(If yes give waror dates of service) 


16. SOCIAL SECURITY NO. 


218-32-0779 


17. INFORMANT AddeE LKTON, MARVLAND — 
MISS ANNA PETHERSKY 233 E MAINE ST 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) 


| 18. CAUSE OF DEATH [Enter only one causa per line for (a), (b), and (c).) INTERVAL BETWEEN 


Pulmonany emboLiam and pkeunal ef fhusion, Lelkt 10 whs_ 


: = =QWETO 


Conditions, if any, which {bl 


and consonanu anteny heant disease with bout 
angina | 2grs, 


gave rise to imi 
(a), stating the anes DUETO 
cause last, (e) 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATEO TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 


WAS AUTOPSY 
PERFORMED? 


yes [] NO 


20a. ACCIDENT WAS UNDERLYING [] 
‘OP CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part If of item 1B.) 


20c. TIME OF INJURY Month, Day, Yaar 
Hour a.m, 
Pam. 9 


MEDICAL CERTIFICATION, 


saw the deceased alive on.. 


21. 1 certify that (I) (this a : aie) 8 deceased from..44.[ oA 19.0.7 to. OOM weeDecsnn , 19.6.5, that (1) Ged last 


20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 20% (City or town) (County) ~ (Stete} 
While __Not While factory, street, office bidg., atc.) | 
at work at work H 


Een. ¢ ahd that death occurred ens : 3M. from the causes and on the date stated above. 


NAME Ee 


22a. Si 22b. ech 
ATTENDING ‘AFF 
ale mp. | PHYS. [gx binecror oO mys. oO 10/7/65 
2c. PHYSIMAN’'S 22d. AODRESS 


And ows, Lee Ma Del 233. Ene MOAN Shiga ELD LO Mg Md genase 


‘230. BURIAL, ace 


RemeRY Rie! 


ae DATE cht lth pe 


10/8/65 


23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


ANSHE NESNTA ROSEDALE, MARYLAND 


24 FUNERAL DIRECTOR'S SIGNATURE 


SOL LETUNSON & BROS, two 5219 REISTERSTOWN pp 


ADDRESS: TT 16 25b. GI) R'S SIGNATURE = 
ROT Be POT 


in 24 hours after death. If any delay is vel 


in Item 18. Give Pages 1, 2, and 3 to the funeral 
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MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


1 


13295 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 10659 / 


PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admalssiog) 
a, COUNTY 


a, STATE b, COUNTY. 
Cecil MARYLAND Delaware New Castle 


ute 40 near Delaware |line - “CSS 
.* SE 


b. CITY OR TOWN (if outside corporate limits, c, LENGTH OF STAY IN 1b || c, CITY OR TOWN (If outside corporate Ilmlts, write RURAL and give nearest town) 
write RURAL and give nearest town) 


d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) @. IS RESIDENCE 
ON A FARM? 


121 South Chapel Street ves{]_ no) 


|. NAME OF First Middle Last 4. DATE Month Day Year 


(type oF print Carl William Phipps fim October 10 165 


. SEX 6. COLOR OR RACE | 7. MARRIED [XX] NEVER MARRIED [-] | & DATE OF BIRTH 9, AGE (In years | IF UNDER? YEAR |IFUNDER 24HRS, 


last birthday) aie Days | Hours | Min. 


Male White wiboweD ["] oworceot] jApril 17, 191 48 yrs. 


during most of working life, even If retired) 


10a, USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR Ti. BIRTHPLACE (State or forelgn country) 12, CITIZEN OF WHAT 
INDUSTRY COUNTRY? 


Tee 


13. 


Driver Chrysler Corp West Virginia 
FATHER'S NAME 


14, MOTHER'S MAIDEN NAME 


Walter Phipps Lottie ae we 
ee pry ies lS Os 16. SOCIALSECURITY NO. | 17. INFORMANT 12 Ss J (jar ABST Ss 5 2 


Yes WW 2 53-12-5131| Mrs, Goldie Marie Phipps, Newark,Del],_ 


MEDICAL CERTIFICATION 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (¢).] INTERVAL BETWEEN 
PART IL DEATH WAS CAUSEDEY:  iultinle severe injuries esp. head NaRSEA AG 


7 ha ea 
LMoG DUE TO 


Condltlons, If any, which ) 
gave rise to Immediate 

cause (a), stating the ( DUE TO 
underlying cause last. (c). 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(a) 19. WAS AUTOPSY 


yes [] No 
tn penta ae a 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part 11 of Item 18.) 
is 
gel fread on - driving west on east lane Route 40 


CAUSE OF 
20¢. TIME OF NY pa. Day, Year | 20d. INJURY OCCURRED, 20e; PLACE OF INJURY (Home, farm, 20f. (Clty or town) (County) tate) 
Hour am. Lo White & ett et, Offi or OTC. 
o. 19 G5 AWA AMM lHighway Route ¢O Rural Cecil Maryland 
21. 1 certify that | took charge of the remains deseribed above, held an Autopsy [_], Inspection [Xx], Inquiry [X], and in my opinion 
death resulted from: Natural causes [_], Accident [>], Suicide [_], Homicide [_], Undetermined manner [_] 


CHIEF MEDICAL EXAMINER 


Set URE Pa APE cp, ASSISTANT MEDICAL EXAMINER [75 22. DATE SIGNED 
; 7 DEPUTY MEDICAL EXAMINER [X] Oct. 105195 


Brey John M. Byers, M.D. Address (Street, clty, town, or county) NLKton i; Ma ryla nd 


23a, 


ae ad 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


4. AL DIRECTOR 
| “ip 3 


25a. REC'D BY REGISTRAR] 25b. REGISTRAR’S SIGNATURE 


Burial ae 6 hlawn Mem, Park | Oak Hill, West Virginia 
‘a 


DATE OCT 20 [OUanrbag Aasdge, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


x 
— 


letely filled in by the funeral 


rbon papers. Pages 1 and 2 
, within 72 hours after,-deat! 


ing physician by 


transit permit. Then please re 
, cremation, or removal, and in 


ificate has been signed by the attend! 


After this certi 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND =~ 


13296 CERTIFICATE OF DEATH 
PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, IF institution: Residence before admission) 
3: Cea a, STATE F b, COUNTY 
ecil MARYLAND District of Columbia 
b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b j] c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 
Perry Point 7_ days Washington LSA 
d, NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS ane ee ee 
Veterans Administration Hospital 375_ Chaplin Street, SE. ves] _wofe] 
a; RAE GF First Middle Last 4. BATE Month Day Year 
(Type or print) ELMER EDWARD PITTS DEATH October 20 19 
5. SEX 6. COLOR OR RACE | 7, 14, 8. DATE OF BIRTH 9, ACE (in years | IF UNDER 1 YEAR||F UNDER 24 RS, 
7, MARRIED fg] NEVER MARRIED [_] fast birthday) Mcgial tere | towel Khe 
Male Negro wipoweo [_} pvorcen[]| 5=-7-14 Te | | 


} 10a. USUAL OCCUPATION (Cive kind of workdone| 10b. KIND OF BUSINESS OR Ti. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
ba ae of working life, even If retired) INDUSTRY COUNTRY? 


oe repairman Washington, D. C. USA 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
John Pitts (D) Rosa Jackson (D) 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, na, or unkown) | (If yes give war or dates of service) 
Yes ww It Unknown VA Hospital Records, Perry i 
18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (¢).2 INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: H tic i ffici pal Sou Ua 
| acy, MEDIATE cause @)— H@patte Ineuttictency i-2 weeks 
d DUE To 5 J 
Conditions, If any, which o__Carcinoma of liver 2-6 moses 
gave rise to immediate 
cause {a), stating the DUE TO 
underlying cause last. fo} 
Fs PART Il. OTHER SIGNIFICANT CONDITIONSCONTRIGUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION CIVEN IN PART 1(a)  |19. eT 
3 =a 2 as 
s YES no [] 
- = 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part I! of Item 18.) 
6 | OR CONTRIBUTING [] CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
= 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
B Hour a.m. While Not While factory, street, office bidg., etc.) 
a 
= p.m. 19 at work at work 


21. I certify thatMiKithis hospital) attended the deceased from_Octohber 1319 to October 20,65, thatsxinetiost 
xanotoizce ‘ Scxxcsczand that death occurred atL2.346, from the causes and on the date stated above. 
22a, SICNATURE, emt 22. DATE SICNED 


(Q Ch We mo. BN] Bingcror C1 pve, 1| 10-20-65 


Page 4 may be retained by the hospital or attending physician. 


director, page 3 should be detached for use as the burial: 
should be filed with the State Dept. of Health prior to bur! 


TO FUNERAL DIRECTOR: 


VR AIS (4) 
20M 1/65 


22c. PHYSICIAN'S 22d. ADDRESS 
| NAME (Type) =A, L, MOONEY, M.D. VAH, Perry Point, Md. 
23a. SORA ceeccto 23b. DATE THEREOF uy NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
emov. (0-26 ARUN hare CEM 
EC’D B 


FEL 25. nea RAR’S SICNATURE 


24. FUNERAL DIRECTOR 5 "ADDRESS 25a. TR 
arnes & Matthews, 3 14thst.,N.W.,Wash. ,D ate TCT 75 1985 


é hours after death. 
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d with 


S 
4 
5 
3 
S 
o 
2 
a 
2 
2 
4 
3 
= 
LS 
S 
oO 
Pa 
S 
3 
By 
s 
2 
“4 
= 
vd 
3 
ef 
s 
” 
£ 
=] 
& 
2 
= 
= 
= 
= 
z 
= 
= 
a 
= 
= 
= 
2 
= 
Dp 
z 
E 
= 
c 
o 
a 
= 
_ 
= 
a 
r= 
= 
° 
= 


—s 


< 


mit. Then plea’ 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, 


Page 4 may be retained by the hosp 
TO FUNERAL DIRECTOR: After this certificate has been s! 


in by the funeral 


bon papers. Pages 1 and 
within 72 hours after deati < 


completely filled 


ve carl 
event, 


ant 


ed by the attending physi 


director, page 3 should be detached for use as the burial-transit pe! 


Nt 2 FORE iL DIRECTOR 


VR A15 (4) Q) 


15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


13297 CERTIFICATE OF DEATH 066] 


1. 


PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a. COUNTY ; a, STATE b. COUNTY A 
Cecil MARYLAND Maryland Cecil 


b. CITY OR TOWN (If outside cor porate Imits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If ‘outside corporate limits, write RURAL and glve nearest town) 
write RURAL and give nearest town) 


kton ‘Rural Cecilton 
d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, glve street address) t STREET ‘AODRESS a. 1S RESIDENCE 


Union Hospital ves []_nofi] 


. NAME OF First Middle Last 4, OATE Month Day Year 


GECEASEO 


5. 


OF 
(Type or print) Walter IS Ruley OEATH Ar 19 
SEX 6. COLOR OR RACE | 7. MARRIED 7} NEVER MARRIED DZ) | 8 DATE OF BIRTH 3. AGE (In yours |IFUNDER 1 VEAR|IFUNDER 24 HRS, 
O Ls) last birthaay) Prout Oays | Hours | Min. 


Male Negro | wiowes vivorceny]| 7/15/93 72 ye. 


durin 


TO USUAL OCCUPATION (Give 2 ofworkdone| 10b. re eA EES OR 11. BIRTHPLACE (County & State, or forelgn country) | 12. Ae WHAT 


most if working I iver: If retired) 


chool ‘Teac Cecilton Cecil Maryland U.S.A. 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Tiney Rule Martha J. Crawford 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (Ifyes ive war or dates of service) 


Lawerence Boyer (Nephew) Cecil Md. 


MEDICAL CERTIFICATION 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL ETWEEN 
PART 1, DEATH WAS CAUSED BY: 1 4 ; Cc 4 yas ned bs 
IMMEDIATE cause ( Uremic Coma with Convulsions - vay 
: DUE TO 
Conditions, If any, which » Chronic Nephritis and Cardiac Q- Years 
gave rise to Immediate 
cause (a), stating the QUE TO a , 
underlying cause last. © Carcinoma of Prostate o= Yeara. 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATEO TO THE TERMINAL DISEASE CONDITION GIVENINPART (a) |19. ees 


ves [] No] 


20a. ACCIDENT WAS UNDERLYING 20b, DESCRIBE HOW INJURY OCCURREO. (Enter nature of Injury In Part I or Part || of Item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOT) EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 206. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) 
Hour a.m. while factory, street, office bidg., etc.) 


Not While 
at work] at work L] 
21. Teertify that (I) (this hostile? ; e ch om te tes 19.65, that (I) (we) last 


aw the deceased alive on.) , and that death occurred a , from the causes and on the date stated above. 


? ko, DATE SIGNED 
ATTENDING MEO. STAFF 4 
PHYS. get Director [] puys. C1] 0/9/65 
Ei ADDRESS 


PHYSICIAN'S A 
NAME (7) Tahes Le Johnson M.D. 245 Bast Hygh St, Elkton, Maryland 


. BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


emovat.c (spectty Oct.13,1965| Bethel Cem. Cecilton, Md. 


ADDRESS 25a, REC'O BY REGISTRAR] 25D. REGISTRAR’S SIGNATURE 
Ole. LC C322 909 Poplar St. of}CT 14 1965 jf hieboa Awstges 


uted within 24 hours after death. 
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ompletely filled in by the funeral 
love carbon papers. Pages 1 and 
and in any event, within 72 hours after deat 


o 


cremation, or removal, 


ctor, page 3 should be detached for use as the burial-transit permit. Then pleas 


should be filed with the State Dept. of Health prior to burial 


dire 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


13298 CERTIFICATE OF DEATH 2662 


> PLACE DF DEATH Z USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
2, COUNTY . COUNTY 
Cecil MARYLAND DPsErict of Columbta 


b. CITY OR TOWN (if outside cor; peat limits, ¢. LENCTH OF STAY IN 1b || ¢. CITY OR TOWN (If outside corporate Iimits, write RURAL ‘and give nearest town) 
write RURAL and give nearest town) 


Perry Point Five-days Washington, D. C. + 3 


d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, glve street address) || d. STREET ADDRESS 8. eee 


Veterans Administration Hospital 1534 6th St., NW. ves] no [at 


- NAME OF First Middle Last 4. OATE Month Dai Year 
DECEASED if 


(iype oF print JOHN THOMAS RUSSELL dEATH October 10 1965 


5. Sex 6. COLOR OR RACE | 7, MARRIEO [] NEVER MARRIED [xX] | ®& DATE OF BIRTH 9. ACE (In years [IF UNDER I YEAR |IFUNDER 24 HRS. 


Male Negro wiDoweD [-] pivorceD(]} Oct. 16, 1928 ‘ae mig 2 ries 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KINO OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INOUSTRY COUNTRY? 


Laborer Unk. Almance, North Carolina USA 


13. FATHER’S NAME 14. MOTHER'S MWAIDEN NAME 
George Russell (Dec) _ Dora Madkin (Dec) 
Address 


15. WAS DECEASED EVER INU.S.ARMEO FORCES? | 16. SOCIALSECURITY NO. | 17. INFORMANT 
(Yes, no, or unkown) | (If yes give war or dates of service) 


Yes Army Korean | 20-40-8377 | VA Hospital Records, Perry Point, Ma. 


18. CAUSE OF OEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
INS! ND eee 
PART 1. et WAS CAUSED BY: 5 
IMMEDIATE CAUSE (a)__@cube pulmonary edema 2 er 


DUE TO 
Cenditions, tf any, which o)_Post Op. Status for Infected Pancreatic Cyst -2=3 Wks 


gave rise to Immediate 
cause (a), stating the DUE TO 


underlying cause last, (92 CHRONIC PANCREATIPIS 4 ys. 


PART Il. OTHER SICNIFICANT CONDITIONS CONTRIBUTINC TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(a) {19. ve UMAR 


ves £] no [] 


‘20a. ACCIDENT WAS UNDERLYINC. an] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
OR CONTRIBUTING (J CAUSE OF TH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY cal 2pf. (City or town) (County) (State) 


Hour a.m. white Not While factory, street, office bidg., 
mM. 19 at work 


Pp. at work 
21. | certify that () (this hospital attended the deceased from OGtObeY 5, 19 OD tp October | 4965, TOUCHE 


sarcdox seneasest WivecomcxxxxXxexxxxxxMOxxxxXand that death occurred at.3 :4@H, from the causes and on the date stated above. 
22a. SICNATURE 22b. DATE SIGNED 


pone pa wo. PRS WED soe (fh PAYS. F yl 10-11-65 
5 Y: R ADDI 
ioe oa A. L. MOONEY, M. Wau, Perry Point, Md. 


23a. REMATION,| 23b. DATE THEREOF 23. Tae OF CEMET! OR ee 23d. LOCATI pit town or county) (State) 
Cota at Meo a | te VA. 
JO1S5-f aes LS Gav VA. 


24. FUNERAL ae a nf REC’O BY a a ares s Sh ge 


Jarvis Fuheral Home, ewe atom, D.C. er 13 196 og peed 


MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


13293 _ CERTIFICATE OF DEATH B63 


Ee = = = 
& 3 PLACE OF DEATH 2. USUAL RESIDENCE (Whera decoasad lived, If Institution Residence before admission) 
Er eGR pl a. STATE b. COUNTY 
o 
Boag (Sika __ MARYLAND _ MARYLAND PAST eds 
2 03 b, CTY ane Gt qutsite cororete timits ©. LENGTH OF STAYIN ib || c. CITY OR TOWN (If outside corporete limits, write RURAL end give neerest town] 
> write and give nearest town) 
x DAD 
Sees | mear~ wiys/ve Sum JFK | XW RISING SUN ie! 
£ 3% d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give sireet eddress) j 4. STREET ADDRESS . IS RESIDENCE 
£ zg a 
& ee ¥ ( ON A FARM? 
,3 . . 
ee 3. WME OF First Middle Last 4, DATE Month er 
aN | OF aa 
ae yee orem) GEORGE E Cc SAN OERS| veam OCT 19 67 
§ 5. SEX }6. COLOR OR RACE!7, marpieD D BE NEVER eels 8. DATE OF BIRTH 79. AGE (In years /IF UNDER 1 YEAR| IF UNDER 24 HRS, 


MALE | WHITE | woowwl] oworceo)| ARIA /6 18965 30m 


Wa, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR shee | ‘i. BIRTHPLACE (County /& Stete, or foreign country) [* CITIZEN OF WHAT COUNTRY? 


ae Days Hours | Min. 


done during most_of working life, even if retired) 


” FAR FARM | @ecjh C0, md USA 
13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
w ihL/Am SANOERS | LAURA Covey 
rae pees ne BIN SAEED TSE 16. SOCIAL SECURITY ad, 17, INFORMANT ma Address % 
21 9-16-70 BEUILIA SAVYDERS  RiSING SuAMMD 


18. CAUSE OF DEATH [Enter only one cause per line for (e), (b), end (c).) $ . INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: na | ] } a erp f Paar aoe 
IMMEDIATE CAUSE (2) Oo canrda “rT Lae u LA. 


f DUE TO 


Conditions, if eny, which (b) CS OoYoY aie Se el @yvo < CES rf ence doys. 


rise to immedieta cause 
DUE TO 


atl {e) : a 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO ‘DEATH BUT BUT NOT RELATED TO THE TERMINAL DI: “DISEASE CONDITION GIVEN IN PART Ie! 


19, WAS AUTOPSY 


PERFO! 
YES O NO 


“(City or town) (County) ‘(Stete) 


ital or attending physician. 


20e, ACCIDENT WAS UNDERLYING [] | 20b, DESCRIBE HOW INJURY OCCURED. [Enter neture of injury in Port I or Part Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL (Sbncie hal | 


20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, 208. 


20c, TIME OF INJURY Month, Day, Year 
While Not While | fectory, streat, office bl 
ck 


Hour 


MEDICAL CERTIFICATION 


19 
certify that (I) (this ag a ae the deceased fro > that (I) (we) last 


saw the deceased alive on 1D, iD and that dealh occurred JA M, from ihe causes and on the date slaled above. 


22a. SIGNATURI : : ed abow 
ar ee ls M.D. | wc ae Oo Pave, oO 1a] £ [eS 
Md if 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed 


be retained by the ho: 


oe, 


= 
3 
[i 
E 
8 
nod 
5 
s 
2 
FS 
2 
a 
a 
= 
aod 
£ 
3 
£ 
5 
| 
z 
z 
ro 
¢ 
z 
= 
2 
S$ 
a 
2 
5 
x 
a 
cS) 
ia 
o 
z 
aA 
° 
Lad 


director, page 3 should be detached for use as the burial-transit permit. Then please remove 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any ev; 


@ 22. PHYSICIAN'S 22d. ADJ 
ES NAME (Type) Wet "€ * GCisin aie "4 4 
a= } 23a, SOTA. RREATION: 23b. DATE THEREOF a [AME OF CEMETERY < OR Spe “a 23d.A LOC TI Ys power a= = {Stete} 
o% UR) SL C7, W, 190-5| BETHEL CEMETRRE CT HEE CELL Co, MO, 
H 


WR AIS (4) 
ISM 7-62 


ST aT Bab ye 


24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


13306 CERTIFICATE OF DEATH 664 


PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


a. COUNTY |. STATE b. COUNTY 
Cecil MARYLAND ; Md. Cecil 


b sa yor TOWN (if outside cor; erate tients c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate flmits, write RURAL and give nearest town) 
Ww 


ru BD give neares 3 wkse } Elkton 


d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS & EA eat 


Union Hospital... 117 West High Street, . |vsD) nol 


NAME DF 7 = 
DECEASED First Middie Last 4. DATE Month Day ‘Year 


(Type or print) Ruth Tetherow DEATH 
5. SEX 6. COLOR OR RACE | 7. marRieD [~] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In years |1F UNDER 1 YEAR |IF UNOER 24 HRS. 
Oo [E last birthday) Fira Days | Hours Min. 


| Female White wipoweo [Xt oworceo[ | Auge yrs. 


10a. USUAL OCCUPATION (Give kind of workdone{ 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INOUSTRY COUNTRY? 


Secretary Office Wilmington. Del. UeSA. 
iM 


13. FATHER’S NAME 14. MOTHER'S MAIDEN 


Charles P. Mousley Clara Re Montgomery 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 4 16. SOCIALSECURITYNO. | 17. INFORMANT AB@E St ertown 
‘a 


(Yes, ion” eae aac aay Ble 1 e701 7 Mrs, Mildred Burkert, a 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).1 INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: : pe aka Ney 

MMEOIATE CAUSE (a) 

DUE TO 

Cenditions, If any, which (b) 

gave rise to immediate 

cause (a), stating the DUE TO 

underlying cause last. (c) 
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASECONDITIONGIVEN INPART 1(a) |19. PS Ato 


yes [] No [7 


v 


uted within 24 hours after death. 


S 


ransit permit. Then please remove carbon papers. Pages 1 and 
tremation, or removal, and in any event, within 72 hours after deat! 


20a. ACCIDENT WAS UNDERLYING 20d. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part 1 or Part 1 of Item 18.) 
OR CONTRIBUTING [] CAUSE OF OEATH 
(IF ELTHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
factory, street, office bidg., etc.) 
While Not While 
19 at work{_] at work 


21.1 ok that (I) (this hospital) attended the deceased from__Sept, 15 , 19 65, to_Oct, 7, 19_65, that (I) (we) last 
saw the deceased alive of 65, and that death occurred at&sOOwMrom the causes and on the date stated above. 
22. DATE SIGNED 


ATTENDING MED. STAFF 
M.0. PHYS. [od Director L] PHys. 10/7/ 65, 


| 22d. ADDRESS 


MEDICAL CERTIFICATION 


John A. Fischer 166 West Main Street, Elkton, Md. 


23a. “BURIAL, Egan" 23b. DATE THEREOF | 23c, NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) (State) 


, EMOVAL (Spec! 
: > . Buptat | 10. 110=9=65. ~Gben Cemetery 25a. REC'D BY REGISTRAR * 25b. Wettraes Te I 
ve as 'OPTPPIN FUNERAL HOME Lika ELicton Mae CT 1 Pelarleg edge 


20M 1/65 
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director, page 3 should be detached for use as the bur’ 
should be filed with the State Dept. of Health prior to burial, 


Page 4 may be retained by the hospital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within = hours after death. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physig 


x 
VR A15 (4) ) 


15M 


MARYLAND STATE DEPARTMENT OF HEALTH 


y D VISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
seeds Oi CERTIFICATE OF DEATH -V065 
2s . PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admlssion) 
a oe * a, STATE b. COUNTY ‘ 
ak) Cecil MARYLAND Maryland Cecil 
i as b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL end give nearest town) 
Bee CE or give nearest town) 

5 8 ‘ikton 1 Hour / Elkton 
3 gn d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, elve street address) || d. STREET ADDRESS 6. Ts RESIDENCE 
= . : i 5 
= Be Union Hospital 105 D Courtney Drive yvesL] no 
Ss ss NAME OF First Middle Last 4. DATE Month Oay Year 
Cy ae 
Sse ype or print) == EL1is William Todd. otk October 18, 1955 
See 5. SEX 6. COLOR OR RACE | 7, MARRIED [3 NEVER MARRIED[]| & DATE OF BIRTH 5. AGE fin ear TFUNDER 1 YEAR FUNDER 24 HRS, 
Male White wlooweo [] oworcev-] Dec. 25, 1912 BS ie Rees) Days | Hours Min. 
2 10a, USUAL OCCUPATION (Give kind ofwork done| 10b. KINO OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
S F during most of.working life, even If retired) INDUSTRY [TRY? 

z Saracnan Real estate Delaware 

3 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

2 William A, Todd Georgia Barrett 

% Gf TAS OECEASEO EVER INU S-ARMEDFORCES? | 16. SOGIALSECURITYNO. | 17. INFORMANT ‘Address 

Ss a t) . 

2 ves” | 2 147-03-8157| Mrs. Ennice P, Todd Elkton, Md, 

8 18. CAUSE OF DEATH [Enter only one cause per IIne for (a), (b), and (c).7 INTERVAL BETWEEN 

PART |. DEATH WAS CAUSED BY: : s 
5 EATMIMEOIATE CAUSE ‘oN Perens Wy a cond a\ nS archon 
A J 4 
fof DUE TO Be \ Succi 
Conditions, If any, which BSch 4 oO, tk, - 
gave rise to Immediate o Avrora SA mck S.anavev see iS 


cause (a), stating the DUE TO 
underlying cause last. (0). 


3 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTRELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1a) |19. Raeeaene 

= —————rvv 
ps yes] NO 
4 & | 20a, ACCIOENT WAS UNOERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nati is Tn Part | or Part II of Item 18. 

& OR CONTRIBUTING (7) CAUSE OF DEATH Gir ee) eS 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

FA 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 

I Hour a.m. factory, street, office bidg., etc.) 

if While Not While 

= p.m. at workL_] at work | 

21. | certlfy that We 196% to Ger _ 19 OS that diPiwe) last 


965~ and that death occurred at, FAM, from the causes and on the date stated above. 
22b. DATE SIGNED 


ATTENDIN MED. STAFF a = 
wo. RAYS “S52 bieector CI PHYS. ol Vo~-(P Cs 


w the deceased alive 


as 
f { y Gran bl, 
CIAN’S 


director, page 3 should be detached for use as the burial-transit permit. Then ple 


shoutd be filed with the State Dept. of Health prior to burial 


22c. tah | 22d. ADDRESS 
Tay S. Barnhart Jr, North East, Md. 
CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


= Ee 


Oct. 21,1965 North East Cemeter North East, Md. 


4-64 


24. FUNERAL DIRECTOR ADDRESS 25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
TPPIN FUNERAL HOMEA) s7AG2_Elkton, M Gz 21 1965 PPlonbes Madge 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


= 


ay 13302 CERTIFICATE OF DEATH 2666, 
2 
ses 1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
Feu a. COUNTY a. STATE b. COUNTY v 
aks Cecil bartianb Maryland 
gk 
beh b. CITY OR TOWN (If outside cory rere limits, ¢c. LENGTH OF STAY IN Ib || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
22 £ ‘Pe: RURAL and give nearest town) 7 Yrs 11 Mo + Cit 3 
£8 fe s . Baltimore y er 
* : 3 es d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS 8, ae 
=o i 
eas VA_Hospital, Perry Point, Md. We N. Bouldin Street yes] no 
SSE 3. NAME DF First Middle Last 4. DATE Month Day Year 
se DECEASED OF 
ase (ype or print) FREDERICK TURWY DEATH October 17, 19 65 
See 5. SEX 6. COLOR OR RACE | 7, MARRIED [~] NEVER MARRIED [X] | ® OATE OE BIRTH 9. AGE (in years | IF UNDER 1 YEAR IF UNDER 24 HRS. 
=O > ie last birthday) |Wonths { Days | Hours | Min. 
Es Malle White WiDoWeD [7] pivorceo[}| 12-14-86 val | 


10a. USUAL OCCUPATION (Give kind of work done 
during most of working life, even If retired) 


Cabinet Maker 


10b. KIND OF BUSINESS OR Ti. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
INDUSTRY iy COUNTRY? 


U.S.A. 


Baltimore, Maryland 


21. pees that OREthis hospital) attended the deceased from__11=-22- _, 19 57, to_10= 17, 19.65, thakfthixnbtadt 
f Pso5o and that death occurred ati: 2OM, from the causes and on the date stated above. 


é rt = 22b. DATE SIGNED 
2 Ou Rf Wo / wo. SAE Hoe 3B wo) “18-216 


22c. PHYSICIAN'S 


jueves) ANNA Re _BERKY, M.D. 


23a, BURIAL, CREMATION, 


oui 
24. FUNERAL DIRECTOR 


| RUCK FUNERAL HOME -Harford Rd. ,Baltimore, Mi. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


tag ADDRESS 


VAH PERRY POINT, MD. 


ees 
a 
Bes 13. FATHER'S NAME 14, MOTHER'S DIAIDE! 
Be ( a) Pie PePes i a) 
se& JOHN TURWY (Decease LIERERT/(Decease: 
Zo. = 15. WAS DECEASED EVER INU.S.ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
£= Ss (Yes, no, or unkown) | (If yes give war or dates of service) 
eae Yes WI None Hospital Records, Perry Point, Md. 
2s = ca 4 — sal 
= eS 18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] yas ea 
woe PART |. DEATH WAS CAUSED BY: 
&ST8s IMMEDIATE CAUSE (a)___SrOnchopneumonia, confluent ta_10_days 
Seas G5) DUE TO 
oSS8 4 
Buss Conditions, f any, which Volvulus of Terminal Ileum and Cecum 10 hrs 
a 3 0) 
ake -. Se gave rise to immediate 
£327 cause (a), stating the DUE TO 
Sage underlying cause last. «)_Cirrhosis of liver __years _ 
Real & | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART1(a) | 19. WAS auTorsy 
3 — SS ? 
S873 s yes [} No] 
23.38 S 
2s2= = | 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part 1 or Part Il of Item 18.) 
BEES || Schott henten tathinen 
o oo. o a 
2,08 
eee = | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,j 20f. (Clty or town) (County) (State) 
% By 
SYS oa At Hour a.m. 7 factory, street, officebldg., etc.) 
2 3 While Not While 
BSsz g p.m. 19 at work[_] at work C1] 
3S > 
ozo 
£a@ss 
Bees 
oo bak 
a n= 
8Ee3 
eu ae 
Exo 
= G52 
eo Zoe 


TO FUNERAL DIRECTOR: After this certificate has been si: 


2ab, DATE THEREOF | 23c. NAME OF CEMETERY OR ‘Nez if Bad 23d. o/. ved town or county) 


10-24.65_| Bay UT mone. Nia. fe Lele BY REGISTRAR] 25D. aes eee hf 
DATE OCT 20 — ts obey Juedge af 


VR AIS (4) 
20M 1/65 


~ ok 


2 
, within 72 hours afte death, 
Me 


letely filled In by the funeral 


arbon papers. Pages 1 


, cremation, or removal, and in any event 


ed by the attending physician 
transit permit. Then please ri 


After this certificate has been 
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director, page 3 should be detached for use as the bur! 
should be filed with the State Dept. of Health prior to bur! 


TO FUNERAL DIRECTOR 


VR AIS (4) 
20M 1/65 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


3 CERTIFICATE OF DEATH 667 


PLACE E OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institutlon: Residence before admissign) 


STATE b. COUNTY 
Geel ~_smanvano-|--- Deleware... N.C. 


b. CITY OR TOWN (if outside corporatey limits, . LENGTH OF STAY IN 1b || c. CITY DR TOWN (IF outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town’ 


Perry Point ‘ 6 3mos 18 Wilmington _. / 4 = 
d. NAME OF HOSPITAL OR INSTITUTION it nt In hospital, give street eddress) || d. STREET ADDRESS 6. ee 


_Veterans Administration Hospital 204 E. 4th Street ves] no Bel 


3. NAME OF First Middle Lest 4. DATE Month Day Year 
DECEASED 


(ype or print) William “7 Ward dearh October 26 1965 


SEX 6. COLOR OR RACE | 7. MARRIED BX] NEVER MARRIED []| 8 DATE OF BIRTH 9. AGE (In years tor ban | tvs | Me 


Male White wiooweD F] pivorceo [-] 9-9-95 70 bir 2X Months | Days | Hours Min, 


10a. USUAL OCCUPATION (Give kind of workdone| 1Db. KIND OF BUSINESS OR TI. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INOUSTRY COUNTRY? 


Unk. Unk. Wilmington, Del. 


13. FATHER’S NAME 14. MOTHER'S MAIOEN NAME 


Morris Cook Dece Teaure Ward Dec 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes pive war or dates of service) 


Yes WHI Unk VA Hospital Records, Perry Point, Md. 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] Hei BETWEEN 
PART |. DEATH WAS CAUSED BY: =~ 
MAS Rte Suse (@_ACube pulmonary congestion and edema a3 fours 


( ‘A 

7 / DUE TO 
Cenditions, If any, which ) Shock 1-2 hours 
gave rise to Immediate 
cause (a), stating the ( DUE TO 


underlying cause fast. () Penetrating Gastric Ulcers ¥) Muktiple 7 


PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVENINPARTi(2) 19. WAS s AUTOPSY 


ves[] NOt] 


2Da. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part | or Part 11 of Item 18.) 
DR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year | 2Dd. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,{ 20f. (Clty or town) (County) (State) 
Hour am. while, Not While factory, street, office bidg., etc.) 
p.m, 19 at work[_] at work Ol 


21, | certify that ME(this hospital) attended the deceased frot 4 , 195_, AKA est 


MEDICAL CERTIFICATION 


ry 


baited oe eosotiralvoxOR KK XXX XXXXXXMMXXXY and that death occurred at“ * “Hf Hm the causes and on the date stated above, 
22a. SIGNATURE 


| 2b. DATE ag 
STAFF — - 
aN es i wo, PAYS SC] Sintoror C1] Pays. ie 10-27-65 


22¢. PHYSICIAN'S i. ADDRESS 


| NAME (TYP®) A 7.) MOONEY AH, Perry Point, Md. 


23a. BURIAL, CREMATIDN,| 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


REMOVAL Pe ify) 
"24. FUNERAL be oe ile ee tae M 
Lot Pyle “cy - 
Albert J. McCr Jr. VA 


25a. REC'D BY REGISTRAR b. REGISTRAR’S SIGNA 


ore OOF 29 1965 £0 Loli fnge 


ee a ee ee Re ee a oe ee 


geve rise to Immediete 


1 st" MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
pe, 
FOR STATE 13304 MEDICAL EXAMINER'S CERTIFICATE OF DEATH Obs 
HEALTH DEPT. 1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admlsslon) 
a: SEONTT Cecil a, STATE b. CDUNTY f 
are, MARYLAND Maryland , 
res § c= b. CITY OR TOWN (if outside eerporate Imits, ©. LENGTH DF STAY IN 1b |' c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
B = = £3 write RURAL and alve nearest town) | 
ge — se Rising Sun + Rising Sun 
@ » ge d. NAME DF HDSPITAL OR INSTITUTIDN (if not In hospital, give street address) || d. STREET ADDRESS 8. pa tg 
Pw ? 
Boe 38 X Z Nottingham View / Nottingh: Lew vesL) nol] 
Se.. C= 3. NAME DF First Middle Last 4. DATE Month Day Year 
8S Lev DECEASED OF 
evz 2o aaeer pened) oan izabeth Zook Lect 10 21. 19 
oe 5. SEX 6. COLOR OR RACE |7, MARRIED [] NEVER MARRIEOX ] | 8 DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR]IF UNDER 23 HRS. 
aE lest birthday) | Months | Days | Hours | Min. 
Ee ema j wipoweD [] pivorcedD[]}| 1L1l=3=25 39 yrs. | | 
2e5 1Da. USUAL DCCUPATION (Give kind of work done] 1Db. KIND OF BUSINESS OR 11. BIRTHPLACE (State or forelgn country) 12, CITIZEN OF WHAT 
ZF during most of rete life, even If retired) INDUSTRY COUNTRY? 
ES u «S. NAVY KANE, PENNA USA 
pee 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
5 
258 John Erskine Zook Ruth Elizabeth GILBERT 
t= 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO, | 17. INFORMANT Address 
Ce (Yes, no, or unkown) | (If yes give war or dates of service) 
52 Yes 12-49/10-65) 204-14~231 OFFICIAL MILITARY RE a 
= 5s 18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), end (c).7 INTERVAL BETWEEN 
uch PART |. DEATH WAS CAUSED BY: +a : . ONSET AUST 
2.5 IMMEDIATE GAUSE (a)__ Carbon monoxide poisoning 
tes 454 DUE TO 
s 
3 Conditions, If eny, which (b). 
J 


ceuse (a), stating the ( DUE TO 


of Health or its designated agent, prior to burial, cremation, or removal, and in any even! 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 an 


fz 
3Ee underlying cause last, (c). . 
cl ad & | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART1() 19. Was AUTOPSY 
gBe 3 ves] so[} 
=p  |2Da. EXTERNAL CAUSE WAS Db. DESCRIBE HOW INJURY OCCURREO, (Enter nuture of injury In Part | or Pert 11 of Item 18.) 
S28 & | PRIMARY Ty or GONTRIBUTING C) 4 4 
“ES & | CAUSE OF DEATH. auto running in closed garage 
Est = | 2c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURREO |20e. PLACE OF INJURY (Home, farm.) 20f. (Clty or town) (County) State) 
anc S ur while Not While factory, street, office bid; Je 3 
Fee 2 10 19 65 at work{_] at work garage Rising Sun cecil Md. 
252 2 21. | certify that | took charge pf the remains described abpve, held an Autopsy Inspection X], Inquiry [_], and In my ppinion 

zw ——— . 

oe death resulted from: Natural causes [_], Accident [_], Suicide [3%], Homicide [_], Undetermined manner [_] 

Pet 5 CHIEF MEOICAL EXAMINER [_] 
ef a Soak ip, ASSISTANT MEDICAL EXAMINER [33 22. DATE SIGNED 

a. . 

Ss es a. Ener Wemer U. Spifz, M.D? DEPUTY MEDICAL EXAMINER [_] 10/22/65 
Pese NAME (Type) Address (Street, city, town, or county) b is 
HESS 23a, Poa actin 23b. DATE THEREOF 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 

ase pecify 
ere Burial AP6/0CT_ 1965| Forest Lawn Cemetery KANE PENNA 

6 


24. pUNERAL , "ADDRESS 25a, REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
VR AISME (5) yy ,; 
5M 65 JL MIZE MDT: y et oat} CT. vi ial bo, } a3 S 


oe / wcll 
WA 


